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ACHROMYCIN V 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD. TRADEMARK y | 


accelerates the recovery 


AcHRomycin V Syrup has been expressly formulated to provide 
faster and higher levels of AcHRomycIN tetracycline in the 
blood and .tissues of the younger patient. It contains 
ACHROMYCIN tetracycline in combination with sodium meta- 
phosphate for greater clinical response. The Syrup is presented 
in a particularly acceptable orange-flavoured form that enables 
effective dosage to be given in small volume. The more 
rapid absorption of the antibiotic and its faster broad-spectrum 
antimicrobial action accelerate the resolution of the disease 
and thus leads to quicker recovery. 


Each teaspoonful (5 cc.) contains : ACHROMYCIN tetracycline, 125 mg. and 
sodium metaphosphate, 190 mg. Bottles of 2 and 16 fl. oz. 
LEDERLE LABORATORIES DIVISION Cyanamid oF GREAT BRITAIN LTD. London. wee 
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General Medical Council 


BRITISH PHARMACOPGIA 1958 


This new edition of the Pharmacopeeia supersedes, as from September |, 1958, the British 
Pharmacopeeia 1953 as amended by the Addendum 1955. The book has been completely 
revised and greatly extended. It contains 826 monographs of which 160 deal with substances 
and preparations new to the Pharmacopeia. A number of important changes have been 
made in the requirements for the composition or strength of substances and preparations. 
All statements on dose have been reviewed and fuller information is now given for many drugs. 

The 27 Appendices include descriptions of chemical, physical and biological assay 
procedures applied to a wide range of materials. 


Publication Date: March 3, 1958 Official from : September 1, 1958 


Pages xxvi + 1012 Postage 2s. 3d. (overseas 4s.) Price 63s. 


Published for the 
General Medical Council 
by 
THE PHARMACEUTICAL PRESS, 17, Bloomsbury Square, London, W.C.1 
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Such is this book...” British Medical Journal. 
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85 illustrations. 37s. 6d. net, by post 2s. extra. 

This book, the first to be devoted to the pathology of burns, interprets the significance of pathological 
findings and inter-relates pathology, clinical picture and treatment, not only in thermal burns, but in 
electrical, chemical and radiation burns. Its essentially modern and practical approach makes the work 
of immense value to all medical men concerned with the burned patient, including surgeons and path- 
ologists, and also to postgraduate students of surgery, pathology and medicine. 


MODERN TRENDS IN GASTRO-ENTEROLOGY (Second Series) 


Edited by F. AVERY JONES, M.D., F.R.C.P. Pp. xviii+417+Index. 153 illustrations. 3 colour 
plates. 78s. 6d. net, by post 2s. extra. 
This second volume in the series is the joint work of physicians and surgeons, anatomists and radiologists 
who concentrate attention on the many advances achieved in the past five years, relating them to par- 
ticular diseases, new methods of investigation, and the latest therapeutic knowledge. 
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New (7th) Edition Just Ready 
TRAQUAIR’S CLINICAL PERIMETRY 
Edited by G. 1. SCOTT, M.A., M.B., Ch.B., F.R.C.S.(Ed.) 
SEVENTH EDITION, REVISED AND ENLARGED ; 
10° x 74” 333 Pages 280 Illustrations, including 5 Coloured Plates Cloth Price 60s. net 
THE PRACTICE OF MEDICINE 
Edited by JONATHAN CAMPBELL MEAKINS, C.B.E., M.D., LL.D., D.Sc. 
SIXTH EDITION, REVISED AND ENLARGED 
10” x 7” 1916 Pages 318 Illustrations, including 4 in Colour Cloth Price £6 net 
CLINICAL TOXICOLOGY THE PREGNANCY TOXAMIAS OR THE 
The Clinical Diagnosis and Treatment of Poisoning ENCYMONIC ATELOSITESES 


By S. LOCKET, M.B., B.S., M.R.C.P.(London). With Special : 
Sections by W. S. M. Grieve, M.Sc., Ph.D., F.R.I.C., and S. G. | By G. W. THEOBALD, M.D., F.R.C.S., F.R.C.O.G. With a 
Harrison, B.Sc. Chapter on the Adrenal Cortex by John Dawson, M.B., 
784 Pages. 27 Illustrations, including 2 Coloured Plates. Ch.B., M.Sc.(Leeds). 

£5 5s. net | 504 Pages. 56 Illustrations. 63s. net 





DISEASES AFFECTING THE VULVA 








. By ELIZABETH HUNT, B.A., M.D., Ch.B. 
FOURTH EDITION 
10” x 6” 236 Pages 47 Illustrations and 17 Coloured Plates Cloth Price 31s. 6d. net 
New Book Just Ready 
GYNECOLOGIC SURGERY AND UROLOGY 
By THOMAS BALL, M.D. 
11” x 84” 547 Pages 161 Full Page Plates Cloth : Price £7 10s. net 
134 Gt. Portland Street HENRY KIMPTON London, W.1 


Medical Book Department of Hirschfeld Brothers, Ltd. 














Natural Calm 
at the Menopause 


Difficult years, sometimes, but 
when menopausal symptoms are 
manifest, the ideal treatment is provided by 
the skilfully balanced combination of hormones in Mixogen 





each tablet contains : 
Ethinyloestradiol B. 


P. 
Methyltestosterone B. 
MIXOGEN | ..... 


1-2 tablets daily, reducing when 
‘ possible. 
Literature and sample on request Tubes of 25—Bottles of 100 


0.0044 mg. 
P. 3.6 mg. 





as LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785/6/7, 0251/2/3, 1942/3. Telegrams: Menformon, Rand, London 
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Nutrition in Geriatrics 








An adequate diet plays a considerable part 
in maintaining the health and vitality of the 
elderly. Although this fact is well known, 
malnutrition tends to be more prevalent 
in the higher age groups, as physical and 
economic factors may restrict the choice of 
food and render preparation and cooking 
troublesome. 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 
with Marmite are very popular with old 
people who appreciate the piquant flavour. 
Appetising drinks can also be quickly made 
by stirring Marmite into boiling water or 
hot milk. 


MARMITE 


yeast extract 


contains 
Riboflavin (vitamin B2) 1.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3. 

















Literature on request 
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A New Vegetable 


Announcement 


The manufacturers wish to 
announce that “ALFONA” 
“milk” is now available to 
hospitals and to the general 
public. 


“<Alfona” is made from fat- 
free milk with the addition of 
vegetable fat rich in essential 
fatty acids. The amount of fat 
is the same as in ordinary milk. 
It is homogenised for ease of 
digestion and sterilised for long 
keeping quality. Unopened, a 
tin of “ALFONA” will keep 
fresh indefinitely. 


“Alfona” is available in handy 
size tins, containing 15 fi. ozs. 





price 1/- per tin retail 
94d. wholesale 











Write for further information ALFONAL LIMITED 
SHELL-MEX HOUSE, LONDON, W.C.2 Tel: Covent Garden 2211 











* Sample available on request 


Manufactured in the laboratories of 


JAMES WOOLLEY SONS & CO. 


OF THE 


oye 


Sulphadimidine B.P. 
Sulphamerazine B.P.C. 
Sulphadiazine B.P. 
Nicotinamide B.P. 


Aneurine Hydrochloride B.P. 


Penicillin B.P. 


| POISON | 


A COMBINATION OF SULPHONAMIDES 
WITH PENICILLIN AND CERTAIN VITAMINS 
GROUP FOR ORAL USE 


‘Batrillin’ is of value in the treatment of pneumonia, 
urethritis, otitis media, mastoiditis, tonsillitis, sinusitis, 
scarlet fever, gonorrhoea and intra-uterine infections 
which may involve a wide range of organisms. 


‘Batrillin’ may also be used prophylactically prior to 
many minor surgical operations. 


FORMULA: 


[st | 


LTD., VICTORIA BRIDGE, MANCHESTER, 3. 
Associated with J. C. Arnfield & Sons Ltd., Stockport. 





0-0925G 
0-:0925G 
0-065G 

10 mgms. 

1-5 mgms. 
100, units 


($4) 
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“ |. . @ mixture of the male and 
female hormones was more efficacious 
than oestrogen alone.” 


Brit. Med. Journ. 1953(July2$),2.214 


The association of methyltestosterone and which is both mental and physical. 

ethinyleestradiol in Mepilin produces a more The presence of methyltestosterone enables 
complete response in the treatment of meno- a reduction in oestrogen dosage to be made; 
pausal disorders than can be obtained by the thus undesirable side effects such as breast 
use of oestrogens alone. An increased feeling turgidity and pelvic congestion are avoided 
of confidence and well-being is produced and the risk of withdrawal bleeding is reduced. 


‘MEPILIN’ 


TRADE MARK 
TABLETS & ELIXIR 


Each teaspoonful (4 ml.) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylastradiol 0.01 mg. and methyltestosterone 3 mg. 


——<$$ 





SS 


SSS 


‘ ’ fn DosAGE: Me: use and geriatri diti 
'MEPILIN’ TABLETS. Bottle of 25 at 4/- and oom xy a — tt ow i coos: 


Ioo at I2/- ny oc : 
‘MEPILIN’ ELIXIR. Bottle of 4 fl. oz. at 6/— | Ha en ot ean aie followed by 2 aboene 
and 500 ml. at 20/6 Basic N.H.S. prices 2 teaspoonfuls 3 times daily for 2 days. 














Literature and specii packings are ilable on request . 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 








e bronchial tree 





















in a ‘A SMAC’ TABLETS are formularized 
to provide symptomatic relief of the . 

bronchial tree both during actual dys- Packs and Cost 
pnoeic attacks of bronchial asthma, and to Pharmacists: 
during remissions. er ie ; Standard Tube of 20, 3/- 
Asmac’ Tablets combine in a single Di iter Manelas : 
prescription ‘official’ drugs recognized for ss —~* 
their reliability to effect mental sedation, 100, 12/-; 500, 52/6 ; 
decongestion, expectoration and broncho- 1000, 102/6 
dilatation. 
















Formula (each Tablet):— 







Allobarbitone B.P.C. .. ae .. 0.03 g. (0.46 grain) 
Liquid extract of Ipecacuanha B.P. .. 0.02 ml. (0.34 minim) 
Ephedrine Hydrochloride B.P.. . .. 0.015 g. (0.23 grain) 
Caffeine B.P. .. .. 0.10g. (1.54 grains) 






Theophylline with Ethylenediamine B.P. 0.15 g. (2.31 grains) 
Pl, S1, S4. Permissible on N.H.S. scripts. 
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Insomnia 








in 





the aged 


Not only for its valuable properties as a daytime sedative 
has Mitrown meprobamate become so universally 
prescribed. Doctors have come to recognise its special 
virtues as a safe reliable dormifacient—particularly in 
the ageing patient. Mi_town brings a release from 
worry and tension that prevent the natural onset of 
sleep. It induces a composure of mind and body that 
enables the patient to drift naturally into sleep. After 
two tablets of Mi-town—one hour before retiring, sleep 
is restful and usually dreamless. It is also free from the 


narcosis that often follows other conventional sedatives. 


Miltown 


* 
REGD. TRADEMARK OF CARTER PRODUCTS INC. MEPROBAMATE 


Oral tablets of 400 mg. Bottles of 50 and 500 


Lederle) LEDERLE LABORATORIES DIVISION 
Cyanamid OF GREAT BRITAIN LTD., London, WC.2 
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Elastoplast 


rade Mark 








as an alternative 








to the conventional 





many-tailed bandage 


When frequent dressings are necessary, the 
following method of applying Elastoplast may 
+ be used as a substitute for an abdominal many- 
tailed bandage. ? 
Six pieces, each about 12 inches in length, are 
prepared from a 3-inch wide Elastoplast bandage. 
Tapes are attached as illustrated (Fig. 1), and the 
completed pieces applied to the body from each 
side (Fig. 2). The tapes are tied over the dressing 
covering the wound (Fig. 3). The bandage may be 
applied by one person without disturbing the 
patient. It is easily made, provides adequate 
support and will remain firmly in position. 
The above method is comfortable in use as the 
patient does not have to wear perineal stirrups to 
keep the bandage in place, or to lie on a bandage 
which may become “ rucked-up ” — disadvan- 
tages associated with the flannelette type of 
many-tailed bandage. 





ELASTOPLAST 
Elastic adhesive bandages (Porous) B.P.C. 
Available in 2”, 24”, 3” and 4” widths by 3 yards 


(unstretched). Prescribable on form E.C.1o. 


Elastoplast 





product SMITH & NEPHEW LTD + WELWYN GARDEN CITY - HERTS 
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Treatment of 


DIABETES 


WELLITUS 


without injections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 
EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
*Hoechst« tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 

SAFE The selection and stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. No cases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 

SIMPLE From 2 to 4 tablets a day are nor- 
mally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The nor- 
mal regime of urine examination and dietary 
control remains necessary. 

Packs: bottles of 100 and 500 tablets. 

The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N’- 
toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES: 
Clinical Experience with Tolbutamide, Brit. Med. 
J., 1957, 2, 323 
Tolbutamide in Treatment of Diabetes Mellitus, 
Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. Med. J., 
1957, 2, 343 
Oral Hypoglycaemic Compound, Brit. Med. J. 
1957, 2, 352 
Clinical Studies of the Hypoglycaemic action of the 
Sulphonylureas, Lancet, 1957, 1, 753 
Metabolism, 1956, 5 (Entire issue) 
New and Non-official Drugs, J.A.M.A., 1957, 164, 
1333 
Dtsch. med. Wschr., 1956, 81, 823-846 
Dtsch. med. Wschr., 1956, 81, 887-906 
Dtsch. med. Wschr., 1957, 82, 1513-1592 (Entire 


RANTTNON 


»HOECHST« 


TABLETS 


(TOLBUTAMIDE) 














HOECHST PHARMACEUTICALS LIMITED - SLOUGH 


Distributors in the United Kingdom 
HORLICKS LIMITED - SLOUGH : BUCKS 
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A new molecular complex of 


chloral livdrate 
in tablet form 


WELLDORM (dichloralphenazone) tablets are a 

new molecular compound of chloral hydrate and 

the analgesic, phenazone. The former problems 

of taste, odour and gastric upset associated 

with chloral hydrate have now been overcome 

by the advent of WELLDORM. Prompt, safe 

and smooth, non-barbiturate WELLDORM tablets 

are ideal for those whose primary trouble 

is just getting to sleep. WELLDORM tablets initiate, 
then merge with natural physiological sleep. 

There now opens up a vast new scope 

for the use of chloral hydrate—long considered 

one of the best hypnotics therapeutically. 

Chloral hydrate, as contained in WELLDORM, is one 

of the safest of all sedatives. In therapeutic 

doses none of the vital functions is affected. Extensive 
clinical investigation has revealed no gastric 
side-effects when WELLDORM has been administered. 
Clinical samples and literature will gladly be sent on request. 





AVAILABILITY: 20 gr. scored tablets in containers 
of 25 and 250. Prescribable on Form E.C.10. ’ 


OTT seosee 


FOR SAFE SLEEP 


0 oO oH & A 


ScN 


*e 
. 


SMITH & NEPHEW PHARMACEUTICALS LTD. 
WELWYN GARDEN CITY, HERTS. 
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Cc. 


... indicates 


Inability to take aspirin... 


IT HAS BEEN reported (Brit. med. F., 1: 444, 1957) that of 
178 rheumatic patients, 25° could not take plain aspirin in 


adequate dosage. 


Of this 25%, however, the great majority tolerated a 


modified aspirin such as Paynocil. 


Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 


unpleasant after-sensation. 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
AOCIFIAMMCTEG BEAE 0 oo c.cccccecccvecses IO grains 
RRR 00.844 60 80 ccnsencr ese 5 grains 


PACKAGES in sealed foil strips : 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Acetylealicylic acid ...ccccocccceses 24 grains 
FT PPT ere 1} grains 


PACKAGES in sealed foil strips : 
Cartons of 20. 
Dispensing packs of , 
240: basic N.H.S. <j 
cost (tax free) 
12/-. 





Detailed recommendations for dosage in rheumatoid arthritis 
will be gladly supplied on request 


L. BENCARD LTD. 


10 


PARK ROYAL, 
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LONDON, N.W.10 


601/65 (68)/1 
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Senokot Is 
cheaper by 
half than 
paraffin 


FROM THE BRITISH MEDICAL JOURNAL, AUGUST 11, 1956, p.374. 


“In these days of economy in prescribing .. . 
the biologically standardized form of senna [Senokot] 
...ts cheaper by half than paraffin.” 


BASIC N.H.S. PRICES RETAIL PRICES 

(Taz free D.P.a) (Including Taz) 

SENOKOT GRANULES: 2Ib, 21/- 202, 2/10: 602, 7/9 
SENOKOT TABLETS: 1,000, 16/- 50, 2/5; 200, 7/3 


On E.C.10: Cost about a halfpenny a dose 


QD westminster LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
G1398 
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To aid the Physician’s responsibility in planned parenthood 


Ortho-Gynol Set 


containing: ORTHO-GYNOL Vaginal Jelly 
ORTHO Diaphragm 
ORTHO Diaphragm introducer 





Ortho Pharmaceutical Limited 
High Wycombe - England 
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. without doubt here is a unique method of applying 
antibiotics for topical use in a dry form—in this case a stable 
combination of Zinc Bacitracin, Neomycin and Polymyzin ‘B’. 
They are dispersed in ultra-fine powder form (milled to an 
average particle size of 60 microns) under pressure with an 
inert gas propellant which is neither toric nor inflammable. 
Polybactrin is remarkably economical because of its speedy 
bactericidal action—bacteriological tests performed demon- 
strate complete inhibition of gram positive and gram negative 
organisms in heavily inoculated blood plates—after only a 
fractional erposure to this antibiotic triad—and equally 
important, does not induce the development of resistant 
strains. Furthermore, there are no contra-indications to the 


CALMIC LIMITED Crewe: Crewe 3251-5 


use of Polybactrin which has proved to be highly effective in 
the treatment of contaminated wounds and as a prophylaxis 
in all branches of surgery . . . 


POLYBACTRIN 


unique antibiotic powder spray 
Each pack contains 
Neomycin Sulphate 
Polymyxin ‘B’ Sulphate 
Zinc Bacitracin 37,500 units 
Propellant (Dichlorotetrafluoroethane) —-————~—83.5 g. 
Contents 85 9. approz. 


750 mg. 
150,000 units 


London: 2 Mansfield Street - W1 - Langham 8038-9 
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Aspirin sensitivity? 

















Panadol 


Constipation, gastric 
irritation, allergy and 
other undesirable side 
effects may follow the 
use of analgesics based 
on the aspirin—codeine- 
phenacetin formula. 
Panadol does not contain 
any of these substances 
but has the single active 
ingredient N-acetyl-p- 
aminophenol. It does not 
cause gastric irritation 
or constipation and may 
safely be given to patients 
with peptic ulcer and to 
those who are intolerant 


of other analgesics 


Medical literature 
is available on request. 





is safe for everyone 





R ™ in anc of 20. in bottle 
J-acety!-p-aminophen art 2 ottles 


PANADOL is a registered trade mark 


1+ 


0f100.and 500, and in tins of 2500 


Basic N.H.S. cost of continuous treatment (2 tabs. t.d.s.) for one week 3/5. 


Bayer Products Limited 


Neville House, Kingston-on-Thames, Surrey. 
Associated exporting company : Winthrop Products Limited. 
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The use of MERCLORAN*, a potent 
mercurial diuretic for oral administration, greatly 
simplifies the problem of maintaining cardiac patients 
in the oedema-free state. Well-tolerated, with 
no loss of effectiveness on continued usage, 
small doses of MERCLORAN 
given throughout the day maintain a steady 


water and electrolyte balance. 





to relieve the burden of 


excess fluid 


MERCLORAN eEmptets* (enteric coated tablets) 
(Chlormerodrin N.N.R.) 


In bottles of 25 and 250 
also MERCARDAN * for Parenteral use. 








* Trade Mark 


MERCLORAN 


CAx& 
tJ 
a 


van” 


‘tea’ PARKE, DAVIS & COMPANY LIMITED. (inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow 2361 
572 
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For home massage 
and relief of 
local tissue pain 


























Algesal is unique in containing 
no counter-irriant. It is suitable for 
repeated application by the patient 
at home, since it will not irritate or 
redden the skin. 

The single, active ingredient is a 
non-irritating, skin-penetrating sal- 
icylate, carried in a soothing white 
vanishing cream with a pleasant smell 
of lavender. 


INDICATIONS:  Fibrositis or 
muscular rheumatism, osteoarthritis, 
backache due to lumbo-sacral strain, 
tenosynovitis, frozen shoulder and 
local tissue pain after injury or 
exercise. 

Sm ‘ 


\ 


Algesal balm gives rapid  * A | g es a { 


\l 


1 symptomatic relief in 


M¢ ¢ . . . . . 
\ acute fibrositis and non-irritating, skin-penetrating 


\\ anti-rheumatic salicylate balm 
\ 10°, Diethylamine Salicylate, in a soothing vanishing cream. 


Samples and ful] descriptive literature will be 
- sent on request to the manufacturers 


muscular rheumatism 


\ _— —— E.G.H. LABS 
= . PERU STREET, SALFORD 3, LANCS. 
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Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


Sandoz Products Limited 








Bellergal tablets 

were carried 

to the summit of Everest 

by the members. of 

the 1956 Swiss Expedition 
and widely used to counteract 
the psychosomatic effects 

of stress at high altitudes. 


Bellergal 
BY SANDOZ 


is effective at all levels (central, 
sympathetic, parasympathetic ) 
in the symptomatic treatment 
of a wide variety 


of psychosomatic disorders. 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 





s »y rey 





London, W.1 
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If it’s oral penicillin it’s Eskacillin 


Eskacillin V 


Eskacillin 100 Eskacillin Sulpha 





SMITH KLINE & FRENCH LABORATORIES LTD COLDHARBOUR LANE, LONDON SE; 


ECV :PA38 ‘Eshacillin’ is a trade mark 
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an improved form of 


ORAL IRON THERAPY 











o2\Fet 00, 


(ES 7 eae NS (aS 
A e 9S o-@ac 


e 


SYTRON™ a new Parke-Davis product, is a cherry- 
flavoured syrup containing, in two teaspoonfuls, 
the equivalent of 55 mg. of iron.t Because the iron 
is present as an organic complex, Sytron has 


Available in bottles of 
the following advantages 


4, 16 and 8o fl. ozs. 
® It is palatable and entirely 


*Sytron contains in 8 ml. . 
pe primers D : acceptable to children and adults 
380 mg. sodium ironsdetate. ® It has no astringent taste 


® It does not discolour the teeth 
® In the recommended dosage gastro- 
intestinal irritation seldom occurs 


SYTRON 
is indicated in all forms of anemia due to iron deficiency. Clinical 


studies show that it produces an excellent response, as measured by 


cin reticulocytosis and hemoglobin regeneration. © reaps Manx 


vae* 


‘ee PARKE, DAVIS & COMPANY LTD (Inc. U.S.A) * HOUNSLOW * MIDDLESEX * Tel: HOUnslow 2361 
920 
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UNIQUE FAT STORAGE 


Most of the advantages of “‘TACE’ are 
derived from its storage in body fat. 
Pharmacological evidence has been pro- 
vided by articles published ! *, and from 
results demonstrated by radio auto- 
graphs. Abundant clinical confirmation 
is also available. 


No other cestrogen at present available 
has this property. Because ‘TACE?’ is 
stored in body fat no sudden drop in 
cestrogen blood level occurs. The cestro- 
genic effect persists for up to 3 months 
after administration ceases. 


High doses are unnecessary, since 
‘TACE’ is metabolised by the liver to a 
more potent cestrogenic compound. 

1. Amer. J. Obst. Gynec. (1952) 63:1361. 

2. Proc. Soc. exp. Biol. (1953) 84:491. 

Dose: 2 capsules daily for one month. 


Packs: “TACE’ is available as green 
capsules, each containing 12 mgm. 
chlorotrianisene dissolved in oil: Bottles 
containing 60 and 300 capsules. The 
basic N.H.S. costs are 18/4d. and 73/-. 








Feeling of Well Being 


The feeling of well being, so important 
to the patient, is characteristic of 
*TACE’ therapy. 





Smooth Prolonged Action 
with Fewer Side Effects 


Fat storage results in a steady release 
of cestrogen, providing a smooth action 
which persists for some time after 
administration has ceased. 





Low Incidence 
of Withdrawal Bleeding 


Owing to the gradual release of the 
fat stored ‘TACE’, no fluctuations 
occur in blood cestrogen levels. With- 
drawal bleeding consequently is 
greatly diminished. 








Simplicity of Dosage 


*TACE’ is given on a fixed dosage 
scheme. Higher dosage does not pro- 
duce greater fat storage. 











+ 
ett. 
DY 5 ee 


a Ne 


Mes, 
ee ‘TACE’ is a registered trade mark of the Wm. S. Merrell Co., London. Distributed in Great Britain and Irish Republic by 


RIKER LABORATORIES LIMITED . LOUGHBOROUGH . LEICS. 
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‘An Anginal Patient— 
but not an invalid!’ 


Successful treatment of angina pectoris should enable the 


patient to recover confidence in his ability to work. 


‘PENTOXYLON’ 


can help to achieve this 
happy result 


‘PENTOXYLON’ 


tablets contain 10 mg. P.E.T.N. 
(pentaerythrityl tetranitrate), 

a potent coronary vasodilator, 
and 1 mg. ‘Rauwiloid’, 

an alkaloidal fraction of 
Rauwolfia serpentina. 


‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘ Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 


blood pressure. 


DOSAGE: 1 or 2 tablets four times daily 
before meals. 


PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


RIKER *Pentoxylon’ and * Rauwiloid’ are registered trade marks. Regd. Users: 
‘ = RIKER LABORATORIES LIMITED - LOUGHBOROUGH . LEICS. 
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PRESENTATIONS 

Tablets 10, 25 and 100 mgm. 
Syrup — containing 25 mgm. per 
3-6 c.c. (approx. | teaspoonful). 
Solutions for Injection — 1% solu- 
tion in 5 cc. ampoules. 2-5% 
solution in 1 c.c. and 2 c.c. 
ampoules. 

Suppositories — containing 100 


mgm. base. 


MANUFACTURED BY 


MAY & BAKER LTD 


An M&B brand Medical Product 






| 


WCMMMMMMTTT@@@HT_TC@T@T@@@C@q@q@T@@q@EC@qXq@@@E@@@@EE@@@E@E@EEEHUEHTEEHEEECEq@HEHEEMMIV 1 


MA3932 


In all directions... 


iP 
ee . 


L 


Since the introduction of chlorproma- 
zine, Clinical studies have continued to 
reveal many new aspects of treatment 
) with this drug. The therapeutic applica- 
v a) .tions of ‘Largactil’ extend in many 


we 





directions, and its use in general medicine 
has become well established. 

Included in the indications for which ‘Largactil’ is of value in 
general practice are: the control of intractable nausea and vomit- 
ing; the enhancement of the action of analgesics and hypnotics in 
the relief of intractable pain; the relief of pruritus ; the alleviation 
of anxiety and tension states ; the home management of behaviour 
disorders in children; in the management of senility, particularly 


confusional states ; and in the treatment of psycho-neuroses. 





argactil 


Trade Mark 


CHLORPROMAZINE HYDROCHLORIDE 














 MMMHMM@@@@q]@_7_7?7@_TT_T_T_@CHTVX]Z]Z7™=|Z!7V/70™”™!7!™/™!™!1™!’!/!™/@M/ZHHCCTHTHT7TV7ZHTTH7/T|TM|!'|'”!1"/11#1"”"1”1"""|'/"1"!1"|’"”"1/"/™|1|'|!|’"1ZT=707MM|1!1€000tttttttttt 


DISTRIBUTORS 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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Complete 
restorative 
treatment for 
Vaginitis 


DI-IODOHYDROXY QUINOLINE 


COMPOUND 





By combining ‘Diodoquin’ with lactose, dextrose and _ boric 
acid, FLORAQUIN effectively eliminates trichomonal and mycotic 
infections, suppresses non-specific pathogens and restores normal 
vaginal acidity, epithelial structure and glycogen content favourable 


to the growth of protective Doderlein bacilli. 


Available as tablets in boxes of 25 and 50 with applicator and 


400 with 8 applicators, and as powder in | oz. bottles. 


Literature on request. 


PETIA TT wc wrcomer. sucks. 


24 














THE EANCET ADVERTISERS’ ANNOUNCEMENTS 1 MARCH 1952 





| 
| Th 
esuavue & we Ok West pew en sbh us ae6 Chiav CAP Cwrtawere e 


inore I faw of the great powers of this plant, the 
more it feemed neceffary to bring the dofes of it to 
the greateft polfible accuracy, "© 2 42% 00S % 


2gq°-%e et BQp-~- rir esrne geass. - William Withering, M.D., 1785 


‘The great powers of this plant” 
are brought to the physician of today 
in the form of the pure crystalline cardiac glycoside 


lanatoside CcC— 


*: Cedilanid 
Ree BY SANDOZ 


combining all the classical actions 
of Digitalis leaf with “the greatest 
j possible accuracy of dosage,” 


rapid onset of therapeutic action, 





and rapid elimination to ensure 
that the effects of overdosage 


are short-lived. 


SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2ml. contain 0.4 mg. desacetyl-lanatoside C 


| 
| 
| 
| 
| 
TABLETS 0.25 mg. lanatoside C 
| 
| 
| 
| 
| 








Sandoz Products Limited 23 Great Castie Street 


London W.1 
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Covatin 
safely 


Covatin in general practice 





stabilises the patient’s emotional 


responses by maintaining the two 
divisions of the autonomic nervous 
system in approximately normal 
balance. 


outstandingly safe in long-term therapy 





@ particularly suitable for the 


a 
chronically tense, over-active 
patient 
& low toxicity and freedom from 
side effects 
, @ non hypnotic, even at high dosage 


levels 

@ alertness is unimpaired, so the 
patient can follow his usual 
everyday activities 

@ non habit forming 

@ absence of euphoria 


% 4a 
@ no interference with appetite 
Dosage: 1-2 tablets, 3 times a day with 
food. 
Presentation: 50 mg. sugar coated 
tablets in bottles of 50 and 500. 


Covatin is a new compound 





With entirely new chemical and pharm- 
acological properties for the specific 
treatment of emotional instability. 


ovatin 


TRADE MARK 


WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. 1.556 


COV 387 4 
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Each tablet contains 


ergotamine tartrate 2 mgm.; 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 50 mgm. 
In bottles of 10 and 100 





today’s new 
MASTER PLAN 
against 
migraine 


The prescribing of ‘ Migril’ makes ‘possible at last a planned 





attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
effect upon the characteristic headache and ocular disturbances. 
Caffeine is present too, since it acts as a synergist to ergota- 
mine. Frequently, however, ergotamine tends to evoke nausea 
and vomiting on its own account and can therefore worsen 
these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
‘ Migril’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 


mieans of ‘ Migril’. 


& 


BURROUGHS WELLCOME & CO., LONDON 


THE WELLCOME FOUNDATION LTD.) 
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unrivalled speed of absorption 


For rapid absorption Chloromycetin* is unique among present-day 

antibiotics. Effective anti-bacterial levels at most sites of 

infection can readily be obtained by oral administration. 

As blood-levels may conveniently be adjusted 

to control any grade of infection, 

Chloromycetin therapy produces swift 

response, and the duration of treatment is, C H LO RO MYG ETI N 

therefore, reduced. The completeness 

of absorption also lessens the possibility of 
effective against 

many organisms resistant to 

*Trade Mark other antibiotics. 


gastro-intestinal upset. 


PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW + MIDDLESEX * Tel: HOUnslow 2361 
900 
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UNCONSCIOUSNESS 
A CLINICOPATHOLOGICAL STUDY * 
MocENs FoG 
M.D. Copenhagen 

PROFESSOR OF NEUROLOGY IN THE UNIVERSITY OF COPENHAGEN 

Our understanding of the mechanisms of conscious- 
ness can be prompted by studying unconsciousness. 

The relationship of consciousness to unconsciousness 
is not merely that of positive to negative. Examining 
an unconscious patient we only know that, in his present 
state, one or more elements essential to the maintenance 
of wakefulness are out of order. Even if we can localise 
the cerebral damage either clinically or post mortem, 
it is unjustifiable to conclude that the damaged areas 
alone are responsible for full consciousness. 

A similar reservation has been repeated with reference 
to brain functions in general and is undoubtedly true; 

“but it may lead to a sort of nihilism: it may lead to our 
giving up all attempts to draw conclusions, from patho- 
logical states and their sites, about the basis of normal 
behaviour. After all, what we learn about the indispens- 
able elements of a function through their extinction 
must throw at least some light on important factors in 
their normal performance. 

Most recent observations which have enriched our 
insight into the mechanism and morphological correlates 
of consciousness have been collected by experiments 
on lower animals and only partly on man. _ Clinico- 
pathological contributions are relatively uncommon and 
often inconclusive. Apart from epilepsy, our clinical 
studies of consciousness have not taken full account of 
the physiological discoveries of the past decade; and the 
physiologists, on the other hand, were scarcely inspired 
by clinical problems when they tackled this subject. 
It therefore seems desirable to present all the material 
that may help us to bridge the gap between experi- 
mental evidence and neurological experience. 

The importance of consciousness in modern neurology 
is clear not only from the overwhelming number of 
papers published on it but also from the fact that it was 
a main theme at the Symposium on Brain Mechanisms 
and Consciousness held in Canada in 1954 and at the 
first International Congress of Neurological Sciences 
held in Brussels in 1957. 


Definition 

The term “ consciousness ” is ambiguous: one ‘mean- 
ing is the perceptiveness and reactivity of the nervous 
system; and the other is the content of the conscious 
mind. 

Awareness is the basic unspecific function under- 
lying conscious activities as a whole. It is presumably 
connected with the activator system of the reticular 
formation of the brain-stem, and its tone is maintained 
both by afferent external and proprioceptive stimuli, 
as well as by impulses descending from the cortex, and, to 
some degree, by humoral regulations parallel to chemical 
regulation of the respiratory and vasomotor centres. 

The physiological basis of the psychological content 
of consciousness is unknown but must presumably 
be sought primarily in the cortex. 

*A lecture delivered at the National Hospital, Queen Square, 
London, on Oct. 11, 1957. . 
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The complicated ramifications’ of conscious conduct 
make it impossible to fix and define consciousness. 
As Hughlings Jackson pointed out, we are differently 
conscious (in all respects) from one moment to the 
next (see Taylor et al. 1931). 

Anatomical Basis of Consciousness 

The display of consciousness depends on the action 
of and interaction within the extended corticosub- 
cortical organisation, which Penfield (1957) has desig- 
nated “ centrencephalic ”’. From neurophysiological 
observations of the arousal response and from clinical 
experiments on epilepsy it may be concluded that certain 
cortical areas have more direct influence than others on 
this interrelationship: the sensorimotor, anterior frontal, 
occipital, and paraoccipital cortex, the upper temporal 
gyrus, the tip of the temporal lobe, the uncus, the cingu- 
late gyrus, and the frontal oculomotor region (French 
1957, Penfield 1957). 

No single cortical area is essential for the maintenance 
of consciousness (Penfield 1957); but, if the cortical 
connections with the subcortical organisation sub- 
serving awareness are disrupted, both awareness and the 
contents of the conscious mind are abolished (Alajouanine 
1957). 3 

In the subcortical part of the brain special importance 
must be ascribed to the reticular formation in the caudal 
mesencephalon, the trigeminal and intercollicular regions 
(Bremer 1957), and (as the ultimate relays of reticulo- 
cortical connections) the nonspecific interlaminar, reti- 
cular, and anterior ventral thalamic nuclei (Morison 


and Dempsey 1942, Hanberry and Jasper 1953, Hanberry | 


et al. 1954). 

There are many reasons for the relative scarcity of 
clincopathological contributions in this field. Such 
approaches must be based on an inadequate negative 
correlation to the normal function: they are perforce 
based on unconsciousness—a term which only describes 
some degree of reduced responsiveness, reduced re- 
activity to outer and inner stimuli. Furthermore, the 
ideal demands which pathological material must satisfy 
if it is to be conclusive are too rigorous to be fulfilled 
in practice: 

(1) Unconsciousness must be the predominant feature of 
the clinical state before death. : 

(2) The lesions produced by the fatal disease must be dis- 
tinctly localised and discernible in the brain. Gross injuries 
and diffuse damage will not allow specific deductions. 

(3) Unconsciousness must have lasted long enough to 
produce peculiar pathological changes, but not so long that most 
cerebral elements are in an equal state of degeneration. 

(4) Finally, one must take into consideration the fact that 
we cannot yet distinguish with certainty between neuronal 
impairment due to primary effects of the xtiological factor and 
axonal, retrograde, and transneuronal degeneration. 

For the time being, therefore, we can draw only modest 
conclusions from clinicopathological studies. They 
may nevertheless provide some indications about how 
we are to achieve closer insight into consciousness in 
man, and they suggest further lines of investigation. 


Case-reports 
The following case-reports illustrate the effects of 
prolonged fatal unconsciousness. None of the cases 
fulfils all the criteria mentioned above, and none has 
I 
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Fig. 1—Case 1: frontal section of brain, showing diffuse cortical 

atrophy. 
yet been adequately examined. They can only serve 
as examples. 


Case 1.—A man, aged 67, was admitted to hospital shortly 
after his schizophrenic son had tried to strangle him. He was 
unconscious, with strangulation marks round his neck and 
with conjunctival hemorrhages. He remained unconscious 
for 47 days and then died. During this time his temperature, 
blood-pressure, respiration, diuresis, and defecation were 
normal ; his right pupil sometimes reacted to light, but 
his left did not, and both were in medium contraction; he had 
no corneal reflexes and no conjugated deviation of the eyes; 
but he had swimming bulbar movements, subtotal paresis of 
both facial nerves, decerebrate rigidity, and incomplete tonic 
neck reflexes, especially when his head was turned towards the 
left. Unilateral flexor reflexes of the lower extremities were 
easily provoked. 


Electro-encephalography one week and three weeks after 
admission showed no alpha rhythm and no slow frequency. 
On the first occasion only there was some 26-per-sec. activity 
with an amplitude of 5-10 mV in the right occipital region. 

Necropsy findings.t—The brain, after fixation, weighed 
1200 g. The leptomeninges were slightly «edematous; there 
were no hemorrhages and no sclerosis or thrombosis of the 
vessels. The main finding was severe diffuse atrophy of the 
cortex, with macroscopic necrosis in the occipital lobes (fig. 1). 
Histologically the lesions were pseudolaminar necrosis in the 
frontal and motor regions and total necrosis in the occipital 
areas. The necrotic foci were surrounded by proliferated 
vessels and fibrillary and gemistocytic astrocytes. The remain- 
ing nerve-cells were anoxic, showing chromatolysis and 
pyknotic nuclei (fig. 2). In the white subcortical matter the 


+ Dr. Erna Christensen made all the pathological examinations. 





Fig. 2—Case 1: pseudolaminar degeneration of calcarine cortex 


fibres were demyelinated; otherwise the white matter was 
intact. There were confluent perivascular degenerative foci 
in the corpus striatum, mainly affecting the caudate nuclei, 
putamina, and claustra (fig. 3). The globi pallidi revealed 
only slight degeneration of the nerve-cells, and the red nuclei 
were affected, especially on the left side. The cerebellum 
showed severe degeneration of the Purkinje cells and the 
dentate nuclei. 


Comments 

In this case of acute anoxia the primary and pre- 
dominant lesions were in the cortex, especially in the 
visual and precentral regions, and in the caudate and 
lenticular nuclei. 

This localisation is in accordance with the conception 
(Himwich 1949) that, in anoxia, the “ highest levels ” 
(Hughlings Jackson 1931) of cerebral organisation are 
affected first and most severely. 

From his observations of the progressive symptoms 
during acute anoxia and nitrogen inhalation Himwich 
(1949) has deduced that they depict gradual release 
phenomena from (1) the cortex (visual disturbances, 
unconsciousness, motor restlessness); (2) the basal 
ganglia (torsion, spasms); (3) mesencephalon (opisto- 
tonus); and (4) lower brain-stem (embryotonus). 

No account can be given of the initial state of case 1, 
but the main localisation of the cerebral damage indicates 
convincingly that his prolonged unconsciousness was a 
result of primary diffuse degeneration of the cortex. 

The lesions were especially severe in the motor and 
calcarine regions. These are the most vascularised 





Fig. 3—Case 1: frontal section through basal ganglia at anterior 
commissure, showing degenerative foci in caudate nucleus and 
putamen. 


Fig. 4—Case 2: frontal section of brain, showing multiple areas of 
necrosis and softening of cortex. 


- 
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parts of the cortex, which fact presumably signifies 
that their need of oxygen is greater than that of other 
parts of the cortex. Therefore these areas are the most 
vulnerable when exposed to anoxia (Courville 1953). 

The greatest damage in the basal ganglia was in the 
neostriatum, the putamen, and the caudate nucleus. 

Case 1 therefore presents. typical lesions of anoxia in 
agreement with the conception that the highest cerebral 
levels are the most vulnerable. 

Now, as already mentioned, experiments show that 
the maintenance of consciousness depends on the relation- 
ship between the cortex and the subcortical activator 
systems—a sort of feedback from the cortex to the 
reticular formation and from these structures cortico- 
petally. Therefore the question arises: when a person 
is unconscious for a long time because of an extended 
cortical lesion, will parts of the reticular formation 
degenerate because of inactivity or postneuronal or 
retrograde degeneration ? 

The pathways from the reticular system to the cortex 
‘are undoubtedly multineuronal, Quite how many links 
the neuronal chain contains is unknown, but presum- 
ably the last station, or one of the last stations, rhust be 
in the ventrolateral and reticular nuclei of the thalamus. 





Fig. 5—Case 2: thalamus at posterior commissure, showing ence- 
phalomalacia involving dorsomedial and interlaminar nuclei. 


It is regrettable that, in case 1, no histological prepara- 
tions were preserved to allow more careful study of these 
structures, but it was noted that the thalamus presented 
no distinct alterations. On the other hand, examina- 
tion of the reticular nuclei of the mesencephalon, the 
pons, and the medulla revealed no distinct alterations 
in the cells of the central matter or of the cranial-nerve 
nuclei. 

Thus it is shown that prolonged unconsciousness 
provoked by cortical and neostriate degeneration does 
not necessarily lead to secondary histological involve- 
ment of the mesencephalon and caudal reticular 
formation. 

Case 2.—A mentally depressed woman, aged 47, threw 
herself out of a window and was admitted to hospital uncon- 
scious. She had two general convulsive fits and was transferred 
to a neurosurgical clinic. She reacted to pain, her pupils were 
contracted and did not react to light, and her legs were extended 
and spastic. She had no spasticity of her arms and no facial 
paresis. Surgical exploration disclosed a subdural haematoma 
and a contusion of the right occipital lobe. 

For some weeks the patient remained unconscious, with 
frequent brain-stem attacks. Her respiration and blood- 





Fig. 6—Case 2: brain-stem at fifth nerve nucleus, showing degenera- 
tion and vascular stasis in reticular nuclei. 


pressure were normal. The tone of her limbs and her tendon- 
reflexes gradually disappeared. She developed uremia and 
died after 31 days. 

Necropsy findings.—There were remnants of the subdural 
hematoma over the right hemisphere, but otherwise no extra- 
cerebral bleeding. The cortex was the site of multiple foci 
of necrosis and softening of various extent (fig. 4). Histo- 
logical examination showed ‘laminar degeneration with pro- 
liferation of astrocytes, macrophages, and localised collections 
of multinuclear giant cells. In the thalamus there was an 
irregular encephalomalacic cystic lesion in the dorsomedial 
nucleus, involving the internal laminar area (fig. 5). The 
cellular reactions of the surroundings were similar to those 
of the cortex. The brain-stem contained many fresh degenera- 
tive lesiotis. At the level of the fifth-nerve nucleus in the pons 
was a distinct necrosis localised to the reticular formation of 
one side (fig. 6). Both the cells and the myelin sheaths were 
totally degenerated, comparison with the cortical lesions 
giving the impression that the brain-stem lesions were of 
recent origin. There were only a few macrophages. The 
medulla likewise showed unilateral but not total degeneration 
of the reticular formation. 


Comments 

The primary cause of unconsciousness in this case 
was presumably the extensive necrosis in the cortex, 
possibly due to acute vascular paralysis caused by the 
head trauma. The cystic necrosis of the thalamus, how- 
ever, also bears the stamp of an old and presumably 
initial lesion. These telencephalic and diencephalic 
findings contrast indisputably with the fresh character of 
the alterations in the brain-stem. 

Would it be too rash to assume that these degenera- 
tions of the reticular formation of the lower brain-stem 





Fig. 7—Case 3: pallidal globe, showing perivascular confluent 
necroses with cystic degeneration. 
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Fig. 8—Case 3: cerebellar cortex, showing severe degeneration with 
disappearance of Purkinje cells, molecular layer, and patches of 
granular layer. 


were secondary to the damage at a higher level, especially 
that in the thalamus in structures which we assume act 
in close connection with the lower activating system ? 

Although the thalamic nuclei were not examined 
in detail in case 1, at least there were no conspicuous 
lesions. Further studies are necessary to decide whether 
an exclusively cortical necrosis can lead to reticular damage 
in the brain-stem, or whether thalamic involvement is 
a necessary precursor of such secondary degeneration. 

Case 3.—A woman, aged 54, was given two injections of 
,morphine for vesical tenesmus. She fell asleep and was 
found unconscious 4'/, hours later. A doctor was called and 
removed her false teeth, which had slipped into her pharynx. 
The patient was cyanotic, unconscious, and in a state. of 
shock, with a low blood-pressure of 80 mm. Hg, dropping to 
35 mm. Her pupils were of medium size and did not react 
to light. She had flaccid paresis of all her limbs, and no tendon 
and plantar reflexes. During the following 24 hours she 
reacted to sounds several times. Occasionally she coughed and 
swallowed during tracheal suction, and once she said “‘outch” 
when her arms were raised above her head. Spasticity and 
rigidity developed later, and the patient had several brain- 
stem attacks, either spontaneous or provoked by touching and 
pricking. Her condition deteriorated slowly until death 7'/, 
weeks after the initial suffocation. 

Necropsy findings.—No external abnormalities were observed 
apart from slight cedema of the brain and leptomeninges. On 
coronal section both globi pallidi were seen to be completely 
necrotic, and the cerebellar cortex presented various degrees 
of atrophy. Histological examination of the cortical grey 
matter disclosed various degrees of anoxic degeneration 
with pyknosis, chromatolysis, and shrinking of the cytoplasm. 





Fig. 10—Case 4: medulla at inferior olive. On one side area of soften- 
ing is distinctly localised to parvicellular reticular nuclei. At 
corresponding position on opposite side there is vascular stasis. 
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Fig. 9—Case 3: lower pons, showing focal necroses in reticular area 
around dilated vessels; ganglion cells of surrounding nuclei are 
more or less anoxic. , 





There was no necrosis or glial proliferation. In the globi 
pallidi the arteries were calcified and fibrotic and had a narrow 
lumen. The arterioles were hyaline. There were extensive 
perivascular confluent areas of necrosis with cystic degenera- 
tion and deposits of lipoid-containing macrophages (fig. 7). 
The other parts of the basal ganglia, the thalamus, the hypo- 
thalamus, and the red nuclei did not show any necrosis, but 
there were chromophobia of the nerve-cells and stasis in the 
vessels. There were foci of severe degeneration of the cortex 





Fig. 11—Case 4: upper pons at fifth-nerve nuclei, showing bilateral 
total destruction involving parvicellular nuclei and ascending 
mesencephalic tract of fifth nerve. 


in the cerebellum; the Purkinje layer, the molecular stratum, 
and patches of the granular stratum were destroyed (fig. 8). 
There were deposits of macrophages containing lipid and 
blood. The vessels were narrow and hyaline. The white 
matter and the dentate nuclei presented demyelinisation and 
anoxic changes. In the mesencephalon, pons, and medulla 
small necrotic perivascular foci were situated in the reticular 
formation around dilated vessels, while the cells of other 
nuclei were relatively well preserved. The reticular degenera- 
tion was bilateral and symmetrical (fig. 9). 


Comments 

The most conspicuous feature in this case is the site 
of the predominant degenerations, which differs much 
from the sites in case 1. The paleostriatum and the 
cerebellar cortex were extensively damaged, whereas the 
cortical structures, even in the calcarine region, were 
comparatively much better preserved. 

The difference between the pathogenic factors in 
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these two cases does not convincingly explain the obviously 
different sites of the main lesions. Presumably the 
anoxia developed more slowly in case 3 than in case 1. 
Yet, so far as I can see, there is no evidence that such a 
difference should lead to discrepancies in the localisation 
of the anoxic lesions. So case 3 challenges the hypothesis 
that degeneration progresses systematically from the 
highest to the lower cerebral structures during anoxia. 

Perhaps the arterial sclerosis of the basal and cerebellar 
regions present in case 3 predisposed to the predominant 
localisation of the lesions. 

It still remains to study more closely the relationship 
between the pathological mechanisms of anoxia, asphyxia, 
&c. and the corresponding distribution of cerebral 
lesions. 

In the reticular formation in case 3 were scattered 
focal degenerations in the mesencephalon, the pons, and 
the medulla. 

There was a striking difference between the degenera- 
tion of these structures and the relative conservation of 
the cranial-nerve nuclei. It suggests that the involve- 
ment of the reticular system must be a specific “sign’’. 
It is regrettable that no detailed study was made Of the 
thalamic nuclei, but it was ascertained that no gross 
necrosis had taken place. 

The structural basis of unconsciousness in this patient 
cannot be decided. Experimental lesions of the cere- 
bellum and the lenticular striatum do not produce 
unconsciousness. We know very little about the con- 
nections between the basal ganglia and the brain-stem’s 
reticular substance, and it seems rather artificial to 
regard the cortical and mesencephalic bulbar lesions 
as secondary to the predominant lesions in the pallidum. 

On the other hand, connections between cerebellar 
and reticular brain-stem structures have been well 
established in various animals (Brodal 1957). It would, 
however, be premature to conclude that in this case the 
cerebellar lesions were primary, deciding secondarily the 
degenerations of the reticular nuclei of the bulb The 
available clinicopathological data do not yet allow us to 
draw any definite conclusions in this respect. 

In trying to explain the prolonged lack of conscious- 
ness in case 3, two possibilities must be borne in mind: 
either the cortical or the reticular lesions are responsible 
or unconsciousness may be the joint result of both. 

Case 4.—A boy, aged 9 years, was admitted to hospital 
as a case of poliomyelitis-polioencephalitis after a week’s 
illness. He could still react to commands, but grew more 





Fig. 12—Case 4: thalamus behind corpora mamillaria, showing 
nerve-cell degeneration, edema and hemorrhages correspond- 
ing to interlaminar cell-groups; cells of medial and lateral nuclei 
much less affected. 


and more torpid and delirious. He had stiffness of his neck 
and back. His temperature was above 104°F. His cerebro- 
spinal fluid was slightly hemorrhagic (apparently due to the 
puncture) with about 50 cells per sq. mm. (monocytes 50%); 
the protein content was not determined. No paresis was found; 
the abdominal and tendon reflexes were present, except for 
the right biceps reflex. The patient became completely 
unconscious after two days and remained so until he died three 
weeks after admission. His temperature remained high; he 
was cyanotic on several occasions and had to be ventilated 
by the manual-bag method of positive-pressure ventilation 
because of moderate varying respiratory insufficiency. Uramia 
developed during the terminal phase. 


Necropsy findings.—There were no signs of poliomyelitis- 
encephalitis. The motor cells of the brain-stem and the 
spinal medulla were unaffected, and no inflammatory cell 
reactions were detected. In the cortex the ganglion cells were 
in different stages, varying from normal to atrophic, with 
glial proliferation—a picture of damage due to anoxia. The 
precise nature of the presumably infectious disease that 
produced unconsciousness, pyrexia, and respiratory insuffi- 
ciency was not ascertained. The main pathological changes 
were found in the reticular formation of the brain-stem. In 
the lowest part of the medulla there was no degeneration, 
but ascending from the level of the eighth nerve there was a 
clearly defined unilateral softening in the region behind 
the inferior olive comprising the parvicellular reticular nuclei. 
The corresponding area on the opposite side showed stasis 
but no total cell degeneration (fig. 10). When traced rostrally 
to the level of the trigeminal ‘nuclei of the pons, totally 
degenerated symmetrical foci were found medial to the 
brachium conjunctivum in the parvicellular nuclei and invading 
the ascending mesencephalic root of the trigeminal nucleus 
(fig. 11). In the mesencephalon, just below the inferior 
colliculus, the lesions were not so severe as those in the more 
caudal parts of the brain-stem. In the ccerulic nucleus and the 
medial central grey matter, corresponding to the oral pontine 
reticular nucleus, the ganglion cells were swollen, chromato- 
lytic, or degenerated. Stasis and cedema were also present in 
this region. The thalamus likewise revealed distinct changes. 
In a coronal section just behind the mamillary body, nerve- 
cell degeneration with cdema and hemorrhages was con- 
spicuous but confined to the interlaminaf cell groups, while 
the cells in the medial and lateral nuclei were much better 
preserved (fig. 12). The reticular nuclei were likewise relatively 
unaffected. 


Comments 

These findings are very instructive and unusual. The 
patient’s symptoms must be ascribed primarily to the 
lesions in the reticular formation. In view of the different 
stages of degeneration, the lesions of the parvicellular 
reticular nuclei of the upper medulla and pons may be 
regarded as the primary ones. Rostrally the damage 
gradually fades away, so to speak, through the mesen- 
cephalon into the thalamus, in which it is localised 
primarily to the interlaminar nuclei in the rearmost 
regions, disappearing in the frontal parts of the thalamic 
regions. 

In the mesencephalon the ccerulic nucleus was damaged. 
This nucleus is regarded as an important part of a 
pneumotaxic centre (Baxter and Olszewsky 1955), 
whereas the parvicellular cell groups of the pons and 
medulla, to which the main lesions were restricted, are 
supposed to serve associative functions and to inhibit 
inspiratory movements (Brodal 1957). These lesions may 
explain the respiratory failure; but it is remarkable that 
the failure was not severe. 

The lack of consciousness, however, must presum- 
ably have been due to the supposedly primary lesions 
in the reticular formation. 
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If one dares to venture further conclusions from 
the pathological data, it is tempting to regard the laminar 
degeneration of the thalamus as secondary to the brain- 
stem reticular softening. If this is true, it may tenta- 
tively be interpreted as indicating that the first thalamic 
relay station of the ascending activator system in the 
thalamus is situated in these structures. It has already 
been mentioned that Hanberry et al. (Hanberry and 
Jasper 1953, Hanberry et al. 1954) concluded from 
experimental data that the lateral ventral thalamic 
nuclei are the final relay stations for the stimuli determin- 
ing the awareness of the cortex. 


In two other cases the necropsies, though incomplete, 
were informative. 


Case 5.—A man, aged 44, had 3 years’ history of brain- 
stem attacks with vertigo, vomiting, and nystagmus, transient 
oculomotor paresis, unilateral palate paresis, Horner’s syn- 
drome, &c., all remitting. Immediately after one of the fits 
of giddiness he lost consciousness and was admitted to hos- 
pital. When I saw him two days later, he lay with open eyes, 
and his gaze followed my movements. From his look I judged 
that he recognised me (I had treated him for some years) 
and kept track of the examination. His wife likewise had the 
impression that he was not unconscious but observed what 
went on around him and to some extent understood what 
happened. He made no spontaneous movements apart from 
turning his eyes. Usually his head was turned to the right, 
but he occasionally turned it to the left. He had general 
hypotonia, weak tendon-reflexes, extensor plantar responses, 
no tonic neck-reflexes, and normal respiration. He died 14 
days after his “‘stroke”’. 

Necropsy revealed atheromatosis of the basilar artery with 
a recent partial thrombosis. There was fresh softening in the 
pons, comprising the dorsal half of the cross-section and 
extending about 3 cm. in the caudal-oral direction, presum- 
ably from the fifth nuclei towards the medulla. 

Case 6.—A woman, aged 24, collapsed during delivery and 
lost consciousness. After two attacks of general convulsions 
she remained without spontaneous motion and deeply uncon- 
scious for 50 days before she died. Neurological examination 
4 weeks after her collapse elicited facial contractions when 
she was pricked on the face, trunk, and limbs. No other motor 
action was observed, and her limbs were hypotonic. All her 
tendon-reflexes were present but weak; her plantar responses 
were extensor. No tonic neck-reflexes were evoked. 

Necropsy disclosed widespread haemorrhagic softening 
invading the dorsal parts of the pons and extending caudally 
to the upper part of the medulla and orally to the lower 
mesencephalon. 

Comments 

Case 5 presented a lesion confined to the pontine 
structures and a clinical state which somewhat resembled 
what Cairns (1941) called “‘akinetic mutism”. In case 6 
prolonged unconsciousness was correlated to a similarly 
situated softening, which, however, extended into the 
lower mesencephalon. 

In comparing these two cases one is reminded of 
Bremer’s (1935) experiments on the cerveau isolé and 
those of Roger et al. (1956) on the encéphale isolé. These 
studies seem to demonstrate convincingly that the 
trigeminal afferent impulses and nuclei and the mesen- 
cephalic intercollicular region are of special importance 
for maintaining consciousness or awareness. Con- 


sciousness is definitely impaired if a section is made 
between the pons and the mesencephalon (cerveau 
isolé), and it is at least partially preserved—oscillating 
between wakefulness and sleep—when only the ascending 
reticular formation and fifth-nerve pathways from the 


pontine to the mesencephalic areas remain intact, while 
other ascending afferent pathways are interrupted. 

It would lead too far to consider these problems 
in detail, but cases 5 and 6 show that the experimental 
and the clinical observations may correspond closely. 


Discussion 

Few, if any, definite and detailed conclusions can be 
drawn from these six cases of prolonged unconsciousness. 
The following, however, may be justifiable: 

(1) Unconsciousness is a consequence of extensive destruc- 
tion of the cortical grey matter (cases 1 and 2)—which is not 
surprising. 

(2) Unconsciousness may be the result of a lesion arising 
primarily in the brain-stem reticular formation and pre- 
dominantly localised there. (case 4). 

(3) Diffuse severe’ cortical atrophy does not necessarily 
lead to degeneration of the brain-stem reticular formation 
(case 1), even if unconsciousness is prolonged for several 
weeks. 

(4) In case 2 with cortical atrophy, in whom the thalamus 
was. also damaged (the dorsomedial and, conceivably, the 
interlaminar nuclei), fresh and therefore possibly secondary 
degeneration was found in the reticular nuclei of the brain- 
stem. 

(5) In anoxia followed by prolonged unconsciousness the 
basal ganglia, the globi pallidi, and the cerebellar cortex 
can be more severely affected than the cortical grey matter 
(case 3). 

(6) Fresh involvement of the bulbar reticular formation 
was observed when the globi pallidi and cerebellar cortex 
seemed to be the seat of the most profuse and primary lesions 
(case 3). 

(7) Some data ‘indicate that the interlaminar thalamic 
nuclei act as the main neuronal relay station for the ascending 
activator (or some other) reticular function (case 4). 

(8) Lesions in the pons at and below the level of the main 
fifth-merve nuclei may lead to immobility with apparent 
preservation of some sort of awareness, whereas low mesen- 
cephalic lesions are incompatible with conscious conduct 
(cases 5 and 6). 

Thus even rough clinicopathological observations 
confirm some recent experimental results concerning 
the mechanisms of consciousness. 

We have still to collect further cases which have been 
thoroughly examined both before death and histologically 
with special regard to the minute distribution of 
degenerative lesions present in the different structures 
of the various levels of the central nervous system 
involved in conscious processes. Such studies will 
contribute to the correlation of clinical and experimental 


‘data concerning the structural differentiation of the 


functions of the activating and inhibiting reticular 
system. 

Purdon Martin (1949) stated that what we call con- 
sciousness is unconditionally connected with cortical 
activity. This statement was made when the study of the 
physiology of the reticular formation was only just 
beginning. It is undoubtedly true of the full display of 
conscious conduct, but whether the basic function of 
awareness also necessarily involves the cortex in man 
is still uncertain. 

The fact that only apparently late and moderate 
damage was found in case 4, where the reticular forma- 
tion was the site of primary and predominant lesions, 
does not exclude an early functional disorder of the 
cortical grey matter, After all, histological methods 
presumably do not reveal the first stages of impaired 
function. 
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It will be of utmost interest, in the attempt to assess 
the respective roles of cortical and subcortical activities, 
to compare electroencephalograms in unconscious 
patients with the postmortem demonstration of primary 
and secondary lesions of the different structures which 
today we consider to be involved in the maintenance of 
consciousness. 

We have taken but the first hesitating steps towards 
understanding this basic function of the human brain—a 
fundamental problem of neurology. 
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THOUGH the recent epidemic of Asian influenza in this 
country has, in general, been mild, many patients have 
needed admission to hospital on account of respiratory 
complications. Over a period of six weeks, between the 
end of September and the beginning of November, 1957, 
125 such patients were admitted to three hospitals in 
Edinburgh and this report is a summary of our experience 
in their management. 


Clinical Material 


Patients were included in this report only if they had 
symptoms suggestive of influenza either at the onset of 
the illness for which they were referred to hospital or 
during the preceding two weeks. Because many patients 
were admitted in a comparatively short period virus 
studies could be done in only a sample (12 cases) at the 
beginning of the epidemic, but in all these positive 
serological evidence of recent influenza (type A, Asian 
strain) was obtained. It therefore seemed reasonable to 
assume on clinical evidence alone that the remaining 
patients also had influenza. 

Of the 125 patients, 63 were male and 62 female. For 
the purpose of this report they have been classified, 
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TABLE I—CLINICAL/RADIOGRAPHIC CLASSIFICATION SHOWING NUMBERS 
IN EACH GROUP 





Without chronic | With chronic | 








Type of case respiratory respiratory Total 
| eee emees 3 
Laryngotracheitis.. .. | 10 4 sh 
Bronce itis /bronchiolitis -s 7 | 35 | 42 
prs soe tal 17 ll 28 
ar/ anpnente oie 
Lobular. . + 18 23 | rtd 
52 73 | 125 











according to clinical and radiographic features, into the 
following three groups: (1) laryngotracheitis, (2) bron- 
chitis/bronchiolitis, and (3) pneumonia. 

All patients with radiographic evidence of pulmonary 
consolidation have been included in group 3, and they 
have been subdivided according to the radiographic 
appearances into those with lobar or segmental lesions 
and those with lobular lesions. The criteria for inclusion 
in group 1 or 2 were entirely clinical. Patients with fea- 
tures of more than one group were classified according to 
their dominafit lesion. The numbers are showrr in table I. 
73 patients (58°%,) had chronic respiratory disease; 2 had 
bronchial asthma, 2 had bronchiectasis, 11 had clinically 
significant pulmonary tuberculosis (which was associated 
with chronic bronchitis in 4), 1 had honeycomb lungs, 1 
had diffuse interstitial pulmonary fibrosis of the type 
described by Hamman and Rich, and the remaining 56 
had chronic bronchitis with or without emphysema. 


Laryngotracheitis Group 

Of the 5 male and 9 female patients in this group, 4 had 
chronic respiratory disease. ‘Their ages ranged from 9 years to 
67; 9 were aged 30 years or less. They all presented with hoarse- 
ness, retrosternal pain, and an irritating cough, which was 
usually dry but occasionally produced scanty tenacious sputum 
that was sometimes bloodstained. 6 had, in addition, evidence 
of respiratory obstruction, in that after paroxysms of coughing 
they became intensely breathless and deeply cyanosed, though 
between paroxysms the airway was adequate. All the patients 
classified in this group responded satisfactorily to treatment in 
the course of a few days; but 2 other patients, who presented 
the same clinical picture on admission, later developed 
pulmonary complications despite treatment—fulminating 
staphylococcal lobular pneumonia in 1 case and mild seg- 
mental pneumonia in the other. 


Bronchitis/bronchiolitis Group 

There were 23 males and 19 females in this group. 
Their ages ranged from 18 years to°80; 30 were over 50. 31 
(74%) had chronic bronchitis (associated with pulmonary 
tuberculosis in 4), 3 had quiescent or arrested pulmonary 
tuberculosis, and 1 had the Hamman-Rich type of diffuse 
interstitial fibrosis. Of the patients with. chronic bronchitis, 
the clinical picture in 29 was indistinguishable from a typical 
infective exacerbation, though in some cases the symptoms 
were more severe, pyrexia higher, and recovery more pro- 
tracted. The 3 patients with pulmonary tuberculosis alone, 
and 6 of those previously healthy, had acute bronchitis of 
moderate severity, which responded rapidly to treatment. 
The remaining 4—one without previous respiratory disease, 2 
with chronic bronchitis, and the patient with diffuse pul- 
monary fibrosis—were more acutely ill. Dyspnea, cyanosis, 
and prostration were prominent features in their illness, 
which clinically was very similar to lobular pneumonia. In 
1 case the severity of the clinical picture was little short of 
that produced by fulminating pneumonia (see below). There 
was no radiographic evidence of pulmonary consolidation in 
any of these patients, who were therefore regarded as having 
bronchiolitis. In 3 of them the causal organism was Staphylo- 
coccus pyogenes. 
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Pneumonia Group 

35 males and 34 females had pneumonia. 33 were over the 
age of 60 and 2 under 20. The remainder were evenly dis- 
tributed within the intervening decades. The lesions were 
lobar or segmental in 28 patients. Of these, 11 (39%) had 
previously had respiratory disease—10 chronic bronchitis 
and 1 bronchial asthma. 41 patients had lobular lesions. 
Of these, 23 (56%) gave a history of previous respiratory 
disease; 16 had chronic bronchitis, 2 bronchiectasis, and 5 
pulmonary tuberculosis (inactive in 4), which was associated 
with chronic bronchitis in 1. 

Apart from the duration of pyrexia, which was often longer 
than expected, the clinical picture in most patients with 
pneumonia did not differ significantly from that seen at 
other times. In about a fifth of the 69 cases, however, 
the illness was much more severe than that commonly 
encountered apart from an influenza epidemic. The most 
gravely afflicted were 6 patients with fulminating staphylococcal 
lobular pneumonia; they are considered in more detail below. 
In the others the most striking single feature was the extent 
of the lesions (massive bilateral consolidation was fairly com- 
mon); and in rapidity of onset and degree of toxemia these 
patients were, in fact, little short of the fulminating group. 
The only 2 pregnant patients in the series had very extensive 
pulmonary consolidation. 

In the 6 patients with fulminating staphylococcal lobular 
pneumonia the initial symptoms of influenza were rapidly 
followed by hoarseness, retrosternal pain, cough, intense 
dyspnoea, central cyanosis, and profound prostration. The 
illness in 3 patients was similar to descriptions of fulminating 
pneumonia complicating influenza recorded in previous 
epidemics (Scadding 1937, Tyrrell 1952, Stuart-Harris 1953). 
In the other 3 cases, however, the clinical picture was 
dominated by signs of respiratory obstruction. The Ist, 
a boy, aged 16, who had severe obstructive symptoms and 
mediastinal and subcutaneous emphysema, died seven hours 
after admission to hospital, necropsy showing almost complete 
obstruction of the trachea and bronchi by membranous 
mucosal sloughs. In the other 2 patients (women aged 23 and 
35), both of whom recovered, similar pathological changes 
were seen in the trachea at bronchoscopy. 

All these 6 patients had extensive pulmonary consolida- 
tion; 1 had massive involvement of both lungs. 


Bacteriology 

In about 40% of the 125 cases an antibiotic, most 
commonly penicillin, had been given for one to four 
days before admission to hospital, and this no doubt 
influenced the results of initial bacteriological examina- 
tion. In 68 cases no specific organism was isolated. 
Predominant organisms in the pre-treatment sputum 
specimens were a in the other 57 cases as follows: 
Hamophilus influenza ae aa te oe > ; 
Sg came a H. influenze ; 

H. influenza + Streptococcus pyogenes 


8 
: 
Pneumococcus + Staph. am oe - : ™ as oS 2 
Staph. pyogenes 29 


The cases in which a predominant organism other than 
Staph. pyogenes was isolated were distributed fairly evenly 
throughout the different clinical/radiographic groups. Of 
31 cases where Staph. pyogenes was obtained on culture, 
however, 22 (71%) had pneumonia—lobar or segmental in 
9 and lobular in 13. Moreover, Staph. pyogenes was isolated 
in all the 6 fulminating cases and from 9 of the 15 patients who 
died. Of 22 patients with staphylococcal pneumonia only 8 
(36%) had a previous history of chronic respiratory disease, 
compared with 58%, in the series as a whole. 

The sensitivities to penicillin, streptomycin, chloram- 
phenicol, tetracycline, and erythromycin of Staph. 
pyogenes isolated on admission in 31 cases are shown in 
table 11. 

Only 45% of the Staph. pyogenes isolated were sensitive to 
penicillin. Of the penicillin-resistant strains, 75°% (12 of 16) 


TABLE II—SENSITIVITIES OF Staph. pyogenes ISOLATED ON ADMISSION 
IN 31 CASES 





Antibiotic Sensitivity 
Penicillin . 
Streptomycin 
Chloramphenicol — 
Tetracycline 
Erythromycin 


Totals 





| 


| 
.| 4 11 
| 
S, sensitive. 





R, resistant. 


were sensitive to streptomycin, 94% (15 of 16) were sensitive 
to chloramphenicol, 75% (12 of 16) were sensitive to tetra- 
cycline, and all were sensitive to erythromycin. 

Superinfection with staphylococci was believed to have 
occurred in 12 patients. 4 of these had Staph. pyogenes 
on admission, but after several days of treatment, and 
after an intervening. sputum specimen had shown no 
growth or only mixed respiratory organisms, Staph. 
pyogenes with different sensitivities from the original was 
cultured. Staph. pyogenes appeared later in 8 other patients 
who had originally either mixed respiratory organisms or 
a pathogen other than Staph. pyogenes on primary sputum 
culture. 

In 3 patients with superinfection the organism was sensitive 
to erythromycin only. A source of the organism in these 3 
cases was found in a patient with chronic bronchitis who 
had been in hospital for several months before the epidemic 
and who had been given courses of the commoner anti- 
biotics for recurring respiratory infection. 2 of these patients 
died; the 3rd survived a series of catastrophes. 

In the other cases of superinfection with Staph. 
pyogenes, this was not associated with apparent clinical 
deterioration. 

Antibiotics Treatment 

When the severity of the pulmonary complications in 
the present epidemic was appreciated, at first we used a 
combination of penicillin, streptomycin, and chloram- 
phenicol as primary treatment in the more severe cases. 

Penicillin and streptomycin were given to combat the 
commoner organisms, including H. influenze which was con- 
sidered likely to be an important pathogen. Chloramphenicol 
was included because Staph. pyogenes was common in severe 
cases and because we believed that drug resistance would be 
rare in view of the relatively restricted use of chloramphenicol 
in this country. But superinfection with Staph. pyogenes 
followed this regime, and the impression was gained that the 
broad spectrum of antibacterial effect led to the development of 
an ecological vacuum in which the now ubiquitous staphylo- 
coccus became established. It was therefore decided in the 
latter part of the epidemic to restrict antibiotic treatment to 
an effective minimum as soon as the sensitivities of any 
dominant organism in the pre-treatment specimen were 
known. A combination of penicillin and streptomycin has 
become our standard initial treatment in all but the most 
seriously ill patients. 

The combination of penicillin, streptomycin, and 
chloramphenicol was used in 33 patients, most of whom 
were treated during the early part of the epidemic. Later, 
chloramphenicol was occasionally given to seriously ill 
patients, but was always withdrawn whenever sensitivity 
tests showed that it was no longer needed. 51 patients 
were treated with penicillin plus streptomycin. 17 patients 
received penicillin alone, most of these being mild cases 
at the beginning of the epidemic. 

Erythromycin was given, in addition to penicillin and 
streptomycin, to 6 patients with severe infection. In 2 
cases its use was dictated by sensitivity tests, but in 4 
the illness was so severe that we gave the drug before 
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we had bacteriological evidence that it was needed. The 
final policy for the critically ill patient was to use peni- 
cillin, streptomycin, and erythromycin initially, with- 
drawing erythromycin as soon as sensitivity tests showed 
that this was permissible. As far as possible, patients 
receiving erythromycin were nursed in isolation, with full 
precautions against cross-infection. 

18 patients in the present series had different antibiotic 
treatment. 6 patients had penicillin and chloramphenicol, 
4 chloramphenicol alone, and 8 tetracycline alone. These 
patients were seen before a treatment policy had been 
fully formulated, and the treatment was often a continua- 
tion of that begun before admission. None of these 
patients was seriously ill on admission, and all recovered. 

The dosages of the antibiotics were : 

Penicillin 2 mega units daily in three divided doses intra- 
muscularly; streptomycin 2 g. daily in two or three doses 
intramuscularly (given in the same injection as penicillin); 
chloramphenicol 2 g. daily in four doses; tetracycline 3 g. 
daily in four doses; erythromycin 1-6 g. daily in four doses. 

. In a few seriously ill patients penicillin and streptomy- 
cin were given initially intravenously in doses of 250,000 
units and 0-25 g. respectively. When erythromycin was 
used the first dose (250 mg.) was usually given intra- 
venously. Streptomycin was stopped after seven days in 
most cases, penicillin being continued thereafter as a rule 
until radiographic clearing was maximal. 

Corticosteroids 

12 patients received treatment with corticosteroids. 
2 were already receiving long-term prednisolone (1 with 
“honeycomb lungs” and 1 with diffuse interstitial 
pulmonary fibrosis), and the dosage was increased over 
the period of stress. In 2 patients prednisolone was given 
for relief of bronchospasm. 

In the remaining 8 patients, who had fulminating or 
severe pneumonia, corticosteroids were used purely on an 
empirical basis—either prednisolone by mouth or hydro- 
cortisone intravenously. Prednisolone was given in a dose 
of 40 mg. daily for three to five days and then reduced by 
5 mg. per day, the drug being withdrawn entirely after 
eleven to fourteen days. 5 patients, who were initially 
unable to take prednisolone by mouth, received hydro- 
cortisone 200 mg. intravenously daily. There was no 
obvious effect from this treatment in the 3 patients with 
fulminating staphylococcal infection, but as 2 of them died 
within twenty-four hours of receiving the first dose our 
assessment of its value might be misleading. Certainly 
it did not produce any dramatic benefit. In 2 young 
patients resolution of pneumonic consolidation was 
remarkably rapid, and in 2 others it pursued a normal 
course; but in the 5th patient the pneumonic consolidation 
progressively extended during the nine days she was 
receiving prednisolone along with full antibiotic cover. 
She died from anoxemia uncontrollable by oxygen. 
Necropsy showed almost total bilateral consolidation. 
Histologice’, there was a remarkable lack of cellular 
reaction in the consolidated lungs; this may have been a 
consequence of corticosteroid therapy. 


Other Treatment 

36 patients needed oxygen therapy. 6 of the patients 
with severe pneumonia were treated in tents, and in the 
remainder oxygen was administered by a plastic ‘ Poly- 
mask ’ (British Oxygen Company). In only a few cases, 
all of them with advanced emphysema, was it found neces- 
sary to curtail the administration of oxygen because of 
carbon-dioxide retention. The usual spasmolytic drugs 


were almost invariably successful in relieving broncho- 
spasm, and only 2 patients needed corticosteroids for this 
purpose. Pleuritic pain was treated with simple analgesics 
or pethidine, and chloral hydrate was the standard 
hypnotic. Opiates and barbiturates were strictly avoided 
because of the danger of their depressant effect upon the 
respiratory centre. 

Special therapeutic measures were necessary for four 
important complications: 

1. Respiratory obstruction.—In 9 of the 125 patients evidence 
of respiratory obstruction developed. 6 patients with laryngo- 
tracheitis had relatively mild obstructive features, and 3 patients 
with fulminating staphylococcal pneumonia had severe— 
indeed almost total—obstruction of the trachea and bronchi. 
The 6 mild cases all recovered without tracheostomy. 5 of 
them were treated in steam tents; retrosternal pain was eased 
in some cases, but the steam did not appear to help them to 
cough up sputum more easily nor relieve the obstructive 
symptoms. 

A tracheostomy was made in 2 of the 3 patients with severe 
respiratory obstruction, and there is no doubt that it saved 
life. 

A woman, aged 23, was examined by bronchoscopy as soon as 
signs of respiratory obstruction were recognised. When the broncho- 
scope was passed between the vocal cords the tracheal lumen was 
seen to be almost totally occluded by brown crusts. It was felt that 
an attempt to remove this material by suction through a bronchoscope 
might be dangerous in that repeated blockage of the aspirating tube by 
large sloughs might prevent the rapid clearing of the airway essential 
to the patient’s survival. The bronchoscope was, therefore, removed 
and a tracheostomy made immediately. A large amount of tough 
tenacious membrane was removed by suction through a wide-bore 
rubber tube. Its separation from the tracheal wall was accompanied 
by considerable bleeding and aspiration was required to clear the 
trachea and bronchi of blood, pus, and debris before a tracheostomy 
tube could be safely inserted. The patient’s clinical state then 
dramatically improved. She was nursed in an oxygen tent and the 
air-passages were aspirated through the tracheostomy tube as often 
as required. The thick tenacious character of the secretions made it 
hard at times to clear the bronchi by this technique. Although she 
had a protracted illness from staphylococcal pneumonia complicated 
by a spontaneous pneumothorax, she eventually made a complete 
recovery. 

The 2nd patient, a woman aged 35, presented with similar features. 
In this case immediate bronchoscopy was fiecessary to save life, 
because of complete respiratory obstruction. The trachea and main 
bronchi were cleared of much hemorrhagic fibrinous slough with 
immediate benefit. A tracheostomy was then made and the respira- 
tory passages were frequently aspirated. After satisfactory progress 
for five days bronchoscopy was done because of sudden increase in 
respiratory distress. Much slough was removed mainly by suction 
but some was so tenacious that biopsy forceps were required for its 
removal. Progress was then uneventful and was manifestly more 
satisfactory than in the first case—latgely, we believe, because of 
the more efficient clearing of slough and tenacious exudate from the 
bronchial tree. 

2. Retention of bronchial secretions—Few patients with 
bronchitis, bronchiolitis, or pneumonia were unable to main- 
tain their bronchi clear of secretions by coughing. In all 
doubtful cases coughing was regularly supervised; this we 
regard as essential. Where it was ineffective, secretions were 
aspirated through a bronchoscope. We do not favour repeated 
bronchoscopy in this type of case, because no matter how 
swiftly or skilfully performed, the procedure is distressing and 
exhausting to the patient and may even prejudice recovery. 
If, therefore, after bronchoscopy, secretions rapidly reaccumu- 
lated, we made a tracheostomy to facilitate aspiration; this 
was done in 3 of our patients. All had hypoventilation con- 
tributing to their anoxia and tracheostomy, therefore, had the 
additional theoretical advantage of reducing the anatomical 
dead space and increasing alveolar ventilation. After tracheo- 
stomy the patients were nursed in oxygen tents, and secretions 
were aspirated as often as required. 

3. Respiratory insufficiency.—Several patients with severe 
emphysema developed respiratory insufficiency as a result of 
bronchitis, bronchiolitis, or pneumonia. In most instances 
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this complication was controlled by oxygen therapy, nike- 
thamide, and aminophylline until the acute infection began 
to resolve. In 2 cases, however, positive-pressure respiration 
with the Radcliffe apparatus was required to combat severe 
carbon-dioxide retention. 

In the Ist case adequate pulmonary ventilation was maintained for 
three weeks, but evidence of grave respiratory insufficiency reappeared 
when attempts were made to wean him from the apparatus, and 
during one such attempt he died suddenly. 

In the 2nd patient the respiratory insufficiency was less severe and 
it was hoped that positive-pressure respiration would not be required 
for more than a few days; but superinfection developed with Staph. 
pyogenes resistant to all antibiotics except erythromycin. This 
resulted in a rapid extension of pneumonic consolidation, and 
despite the administration of erythromycin he died. 

4. Peripheral circulatory failure-—5 patients with this com- 
plication, which in each case was associated with severe 
anoxemia, were treated with noradrenaline by intravenous 
drip infusion. 2 had fulminating staphylococcal lobular 
pneumonia, 2 had very extensive consolidation, and 1 had 
lobular pneumonia as well as respiratory insufficiency due to 
severe emphysema. In 1 patient the blood-pressure rose to 
normal and was maintained after the infusion was discontinued. 
By this time, however, the anoxemia had also been substan- 
tially corrected. In 3 other patients there was only an initial 
response, and all died in peripheral circulatory failure with 
unrelieved anoxemia. In the 5th case increasing doses of 
noradrenaline maintained the blood-pressure at normal levels 
for several hours, but the patient died. 


Results 

All the 14 patients in the laryngotracheitis group made 
an uneventful recovery in the course of a few days. 

Of the 42 patients with bronchitis and bronchiolitis, 
3 died. 

1 patient with an acute exacerbation of chronic bronchitis 
died from congestive cardiac failure. 2 patients died with 
bronchiolitis: in the Ist, who had the Hamman-Rich type of 
diffuse pulmonary fibrosis, acute right ventricular failure 
developed; and in the 2nd, who-was subject to chronic asth- 
matic bronchitis, the cause of death was a combination of 
staphylococcal bronchiolitis and respiratory insufficiency. 


The remaining patients in this group all recovered com- 
pletely, though convalescence was long in some with 
chronic bronchitis. 

Of the 69 patients with pneumonia, 12 died. 

4 had fulminating staphylococcal lobular pneumonia; and 

in 1 (already discussed) the major factor in the fatal outcome 
was respiratory obstruction caused by membranous mucosal 
sloughs in the trachea and bronchi. In none of the other 3 
cases had there been any clinical evidence of respiratory 
obstruction; but in all of them necropsy showed, in addition 
to pneumonia, an acute inflammatory necrosis of the trachea 
and bronchi. In only 1 case was the classical picture seen of 
extensive hemorrhagic consolidation and pulmonary cedema. 
Of the remaining 8 patients the cause of death was respiratory 
insufficiency in 1, massive pneumonia in 3, congestive cardiac 
failure in 3, and pulmonary infarction in 1. 5 of these 8 
patients had a history of chronic respiratory disease. Of the 
other 3, 1 had mitral stenosis and was six months pregnant, 
1 was obese, and the 3rd, who had been previously well, died 
as a result of massive pneumonia caused by cross-infection 
with Staph. pyogenes resistant to all antibiotics except erythro- 
mycin. 
In 50 of the remaining patients clinical recovery was full 
and radiographic clearing complete. In 7 residual opacity, 
thought to be due to pulmonary fibrosis, persisted at the 
site of the pneumonia after a follow-up of at least six 
weeks. The causal organism in 5 of these patients was 
Staph. pyogenes. The only other complication, encoun- 
tered in 5 cases, was postpneumonia serous effusion. 
Empyema did not develop in any. 


Discussion 

In the recent epidemic of Asian influenza in Great 
Britain the incidence of secondary staphylococcal infection 
has been high, and in this respect our series has 
been no exception. This high incidence had in our 
experience three important consequences: in the first 
place, several patients had a rapidly progressive illness 
of extreme severity; in the second, we had problems 
arising from drug resistance; and in the third, we had to 
act to reduce the risks of cross-infection with drug- 
resistant staphylococci in the hospital wards. These 
particular problems, though of great practical importance, 
concerned relatively few patients; but in future epidemics 
the therapeutic position may be less favourable—particu- 
larly if the newer antibiotics such as erythromycin have, 
as seems likely, been used in a needlessly extravagant 
manner during the past four months. 


Clinical and Radiographic Features 

Our clinical classification of the respiratory complica- 
tions of influenza was devised before we consulted the 
reports of previous epidemics, and we were struck by its 
similarity to those adopted by Scadding (1937), Tyrrell 
(1952), and Stuart-Harris (1953). In the mildest cases it 
was very hard to prove secondary bacterial infection, and 
several of those classified under “‘ laryngotracheitis ’’ may 
have merely had a severe but uncomplicated virus infec- 
tion. On the other hand the patients with respiratory 
obstruction in the laryngotracheitis group and those in 
the bronchitis/bronchiolitis group probably all had secon- 
dary bacterial infection, in some cases staphylococcal, and 
the prompt intensive treatment with antibiotics may have 
prevented the development of more serious complications 
in some. As expected, pre-existing chronic respiratory 
disease, notably bronchitis and emphysema, predisposed 
to respiratory complications, particularly in the bron- 
chitis/bronchiolitis group; and lobular consolidation was 
commoner when there was a history of chronic respiratory 
disease, while lobar or segmental consolidation predomin- 
ated in the others. Surprisingly, however, staphylococcal 
infection was less common in patients with a history of 
chronic respiratory disease than in others. Patients with 
Staph. pyogenes in the sputum who developed bronchiol- 
itis or pneumonia were usually more seriously ill than 
those with other organisms. Staph. pyogenes was, moreover, 
isolated from all patients with fulminating illness. The 
clinical picture in these patients surpassed, in gravity 
and rapidity of progression, any type of pneumonia in our 
previous experience. In all 6 pulmonary consolidation 
was extensive, but in 3 this was of less immediate danger 
to the patient than coexisting respiratory obstruction 
caused by necrotising tracheobronchitis. 1 of these 
patients died from asphyxia, and the other 2 would 
certainly have died in the same way if the respiratory 
obstruction had not been relieved by bronchoscopy or 
tracheostomy at virtually the last moment. An obstructive 
lesion can readily be overlooked in these desperately ill 
patients, and death from asphyxia is not uncommon in 
fulminating staphylococcal infections before pneumonic 
consolidation has become dangerously extensive or 
toxemia irreversibly profound. 


Prognosis 

In patients with fulminating staphylococcal infection 
the prognosis is probably related more closely to the 
virulence of the infection than to the treatment; but two 
points are evident: 
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1. Unrelieved respiratory obstruction is an important cause 
of death in these cases, and must be treated as a matter of 
supreme urgency. 

2. No time must be lost in starting effective antibacterial 
treatment, and for that reason the chemotherapy must be 
planned on the assumption that the causal organism may be 
resistant to one or more of the commoner antibiotics. 

The prognosis in other patients is generally favourable, 
but a few deaths are probably inevitable in elderly 
patients, particularly those with advanced emphysema. 
In our series resolution of pneumonic consolidation was, 
on the whole, rapid and late complications were few. 


Bacteriological Features 

In patients without Staph. pyogenes in the sputum on 
admission the bacteriological findings did not differ 
significantly from those usual in bronchitis and pneu- 
monia apart from an influenza epidemic; the pneumo- 
coccus and H. influenze were the most important 
pathogens. ‘The sensitivity of those organisms to anti- 
biotics followed the usual pattern, and the administration 
of an antibiotic to which the organism was sensitive was 
invariably followed by its elimination from the sputum 
and by clinical improvement. 

The position with Staph. pyogenes infections wa$ much 
more complex in that the organism was resistant to 
penicillin in more than 50% of cases and to at least one 
other antibiotic in some instances. In only 1 case on 
admission, however, was the staphylococcus resistant to 
penicillin, streptomycin, tetracycline, and chloram- 
phenicol, and resistance to erythromycin was not recorded. 
In practice, the chief difficulty was to decide which anti- 
biotic or combinations of antibiotics to use before the 
results of sensitivity tests became available. 

Our initial policy, of using a combination of three antibiotics, 
was intended to provide the best protection against the staphy- 
lococcus, short of giving erythromycin. In fact this therapeutic 
regime proved dangerous since it sterilised the respiratory 
tract and in several cases allowed the establishment of an 
infection with staphylococci resistant to a wide range of anti- 
biotics. Most of the patients cross-infected with resistant 
staphylococci did not develop a recognisable clinical illness. 
In 3 cases, however, cross-infection caused grave (in 2 cases 
fatal) consequences. A tracheostomy had been made in 2 of 
these 3 patients, and we believe that this was important in 
facilitating cross-infection. In none of the 3 cases was the 
organism resistant to erythromycin. This drug was probably 
life-saving in 1 patient, but its administration was begun too 
late in the other 2. 

Tragedies of this kind are almost certainly avoidable 
if three precautionary measures are taken during epi- 
demics of influenza; 

1. Antibiotic therapy should be restricted at the earliest 
possible stage to an effective minimum to prevent the creation 
of an ecological vacuum which provides ideal conditions for 
cross-infection. 

2. All patients with a tracheostomy should be isolated and a 
strict “‘ barrier-nursing ”’ technique observed to minimise the 
danger of cross-infection. Since we have adopted these 
measures there has, in fact, been no cross-infection in this 
type of case. The same precautions should probably be taken 
in all patients with severe respiratory infection. 

3. All patients and staff in wards where respiratory compli- 
cations of influenza are being treated should have nasal swabs 
examined bacteriologically every week, and the anterior nares 
of all persons harbouring coagulase-positive staphylococci 
should be treated with ointment containing chlorhexidine or 
neomycin and bacitracin. All patients with sputum should 
have a specimen examined every week, and those from whom 
resistant staphylococci are cultured should be removed to an 
isolation block. The object of these measures is of course to 





reduce as far as possible the reservoir of drug-resistant 
staphylococcal infection. Nose swabs from 32 patients and 
staff shortly after the beginning of the epidemic yielded 
Staph. pyogenes on culture in 13 cases (41°); the corresponding 
number for 57 patients and staff in mid-December was 34 
(60%). The proportion of strains of Staph. pyogenes resistant 
to antibiotics was much higher in the later group. 

The strict application of these three precautionary 
measures is of course extremely difficult, but in our 
opinion it must be attempted if further catastrophes of 
the kind we have described are to be avoided in future. 


Treatment 

Chemotherapy.—The ideal chemotherapeutic regime for 
the respiratory complications of influenza is one which, 
while disturbing the normal bacterial flora as little as 
possible, is able to control most types of secondary bac- 
terial infection and to provide reasonable protection 
against the possibility of drug resistance if the secondary 
invader is a staphylococcus. 

It is our belief that these conditions are satisfied in cases of 
average severity by the combined administration of penicillin 
2 mega units dai'y, and streptomycin 2 g. daily. This will 
control infection by pneumococci, hemolytic streptococci, 
H. influenza, and (at present) most strains of Staph. pyogenes. 
When the results of bacteriological examination, including 
sensitivity tests, are available, it will often be possible to stop 
the streptomycin; occasionally, when a staphylococcus is 
cultured, another drug will have to be substituted, in which 
case it is probably advisable to move the patient to an isolation 
block to prevent cross-infection. During an influenza epi- 
demic, when staphylococcal infection is common, the use of 
the wide-spectrum antibiotics should be kept to a minimum, 
both in post-influenzal respiratory illnesses and in infective 
exacerbations of chronic bronchitis and bronchiectasis. The 
second group of cases is a particularly important source of 
staphylococcal cross-infection in hospital wards during 
influenza epidemics and, when influenza is rife, such patients 
should be admitted to hospital only for compelling reasons. 

Patients with fulminating illnesses should be treated initially 
with erythromycin 0:4 g. six-hourly, in addition to penicillin 
and streptomycin, on the ground that if the infection is due to 
a staphylococcus resistant to penicillin*or streptomycin this 
information may not become available until it is too late to 
save the patient’s life with erythromycin. It is, however, 
important that the administration of erythromycin be stopped 
as soon as the results of sensitivity tests show that it is no 
longer needed. If a staphylococcus sensitive only to erythro- 
mycin is obtained, the patient must at once be transferred to an 
isolation block to continue treatment there. 

Tracheostomy now has an established place in the 
treatment of obstructive tracheo-bronchitis complicating 
influenza. It may also be needed occasionally in patients 
with bronchiolitis or pneumonia who have serious and 
continued difficulty in raising sputum, and it is of parti- 
cular value when these conditions complicate chronic 
bronchitis and emphysema. Here positive-pressure 
respiration may occasionally be needed to tide the patient 
over a period of respiratory insufficiency. 

Bronchoscopy may be invaluable as an emergency 
measure for the relief of respiratory obstruction, whatever 
its cause, but frequent bronchoscopy is probably harmful ; 
tracheostomy is preferable. Bronchoscopy via a tracheo- 
stomy may be of considerable value in removing sloughs 
from the trachea during the week following tracheostomy 
for obstructive tracheo-bronchitis. 

Where severe asthma or adrenal insufficiency coexists 
it is rational to use corticosteroids. Where the patient has 
been receiving corticosteroids for some other condition 
it is important to increase the dosage temporarily during 
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the period of stress. Their value in other cases is, how- 
ever, doubtful. Although it would be wrong to deny 
that these agents may have life-saving properties in 
fulminating infections, there is no convincing evidence 
that this is so. Only a controlled clinical trial could 
provide this information. At present corticosteroids have 
no established place in the routine treatment of the 
respiratory complications of influenza. 


Summary 

125 patients with respiratory complications of influenza 
were admitted to three Edinburgh hospitals during six 
weeks in Autumn, 1957. 

Staph. pyogenes was commonly found, especially in 
patients with pneumonia and in all with fulminating 
pneumonia. 

Respiratory obstruction developed in 9 patients, 
necessitating tracheostomy (which was life-saving) in 2. 

Similar cases in future should be treated by a combina- 
tion of penicillin and streptomycin until bacteriological 
studies indicate a specific drug. Bronchoscopy may be 
needed for respiratory obstruction, but tracheostomy is 
preferable to repeated bronchoscopy. The value of 
corticosteroids remains uncertain. Isolation of patients, 
where indicated, will reduce the risks of cross-infection. 

We are very grateful to Prof. J. W. Crofton for his helpful advice 
and criticism during the preparation of this paper, and for his 
permission to include in the series patients admitted under his care. 
Our thanks are also due to Dr. A. Joe and Dr. N. W. Horne for 
allowing us to report on their cases; to Dr. A. F. MacCabe, Dr. 
Nancy K. Conn, Dr. A. T. Wallace, Dr. Sheila M. Stewart, and 
Dr. R. H. A. Swain, who carried out the bacteriological investiga- 
tions; and to Miss M. Corkey and Miss W. A. M. Tait for secretarial 
assistance. 
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ADULT SCURVY 


ROBERT H. CUTFORTH 
M.D. Lond., M.R.C.P. 
MEDICAL TUTOR, 
KING’S COLLEGE HOSPITAL MEDICAL SCHOOL, LONDON, $.E.5 

DwuRING the last ten years several authors have remarked 
on the rarity of adult scurvy. Riches (1954) stated that 
** frank scurvy is now almost a clinical curiosity in this 
country”. Hughes and MacLennan (1954) wrote of 
vitamin C: “ The gross deficiency which produces scurvy 
only occurs in exceptional circumstances.” Isolated cases 
of scurvy are considered to be unusual enough to merit 
their publication (Barnes 1947, Mallam 1948, Roughton 
and Waldron 1951, Dewhurst 1954). 

I report here 11 cases of adult scurvy and analyse the 
clinical picture seen in these cases. The 11 patients were 
seen in 1951-57 in the wards and outpatient departments 
of two London teaching hospitals. There were 10 males 
and 1 female, and their ages ranged from 48 to 82, with an 
average of about 65. Only 1 patient was married and 
living with his wife. 4 were single males living alone, 
3 were widowers living alone, and 3, including the 
1 woman, were “separated ”’ and living alone. 

A history suggestive of deficient vitamin-C intake was 
obtained in every case, and the dietary histories of the 
11 patients can be divided into three groups: 

Group 1: 7 elderly men, each living alone. For various 
reasons these patients had not looked after theméelves properly, 
and their diets showed a curious uniformity, consisting almost 





Fig. 1—Small bruises of scurvy. 


entirely of tea, toast, bread-and-butter, and meat-paste or 
fish-paste sandwiches. The duration of the diets in many of 
these patients was difficult to estimate, but in no case did it 
seem to have been less than six months. 

Group 2: 2 men with duodenal ulceration and 1° woman 
alleged to have chronic cholecystitis. All these patients, on 
medical advice, were taking a diet of fish, chicken, eggs, 
mashed potato, bread-and-butter, and milk drinks. The woman 
had kept to her diet for four years, the 2 men to theirs for a 
year and for eighteen months. 

Group 3 consisted of only 1 man, who may justifiably be 
called a “‘ food crank”. He said he was a vegetarian, but his 
diet consisted solely of wholemeal bread, margarine, cheese, 
milk, honey, and eggs. He had been living on this diet for 
many years. 

Only the woman and the “‘ vegetarian ” had active jobs. 
Of the remaining 9 patients 6 were retired and 3 were 
out of work. 


Symptoms of Scurvy 

Pain.—8 of the 11 patients complained of an aching 
pain in the limbs, particularly the legs, and in the back. 
Some of them described the pain as “‘ rheumatic”. The 
pain seemed to appear shortly before any obvious signs of 
bruising were noticed. 

Anorexia was present in 8 patients and often became 
more pronounced when the bruising appeared. 

Lethargy was described as a feeling of tiredness or of 
weakness or both. 6 patients complained of it, and it was 
very striking in 2 of them, who found it difficult to get out 
of bed to feed themselves because of it. 

Other and less common symptoms.—Stiffness of the legs 
was a prominent symptom in 6 of the 11 patients but was 
always related to the degree of swelling of the legs caused 
by extravasation of blood into the tissues. Dyspnoea was 
noticed by 4 patients, but all four had a severe degree of 
anemia. 2 patients complained of a peculiar dry cough, 
and 1 of them had an aching pain in the chest. 2 patients 
were admitted to hospital because they were found 
“collapsed”. No reason other than scurvy was dis- 
covered to explain this. 


Signs of Scurvy 

Bruising was the most characteristic feature. There 
were two types: 

(1) Small spontaneous painless bruises 1-8 cm. in diameter, 
scarcely raised above the level of the surrounding skin, and 
found most often on the hands, arms, and legs (fig: 1). 

(2) Extensive spontaneous extravasation of blood into the 
tissues, usually of the legs, causing purplish discoloration of 





Fig. 2—Large extravasation of scurvy. 
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the skin, swelling and stiffness of the limb, and slight pain 
(fig. 2). 

All the patients had the small bruises, and 6 of the 11 
had extravasation. 

Purpura.—Hezmorrhages about the size of a pin’s head 
into the skin were seen in 6 cases. Bartley et al. (1953) 
mentioned haemorrhages surrounding the hair follicles as 
an early sign of deficiency, but only 2 examples of this 
lesion were seen in the present series. 1 of the 6 patients 
with purpura had splinter hemorrhages under the nails. 

Hyperkeratotic hair follicles were seen in 6 of the 
11 patients. It was most usually found on the outer 
aspects of the upper arms, on the thighs, and on the 
abdomen. This was,one of the earliest lesions noticed in 
the experimental cases described by Bartley et al. (1953), 
but in clinical cases its value as a diagnostic point is 
limited because similar lesions are often seen in patients 
without scurvy. 

Psychological effects.—Little attention has been paid to 
this aspect of scurvy. More than half the present patients 
,on admission to hospital were depressed, resentful, and 
rather uncooperative. After a few days’ ascorbic-acid 
treatment, however, this state disappeared apd the 
patients became normal and cheerful. 

Fever and jaundice.—4 patients showed a slight tinge of 
jaundice when first seen, but this cleared rapidly and was 
thought to be due to the absorption of extravasated blood. 
3 patients had a low-grade irregular pyrexia, probably due 
to the effects of the bruises and the extravasation. 

Swollen spongy gums.—The typical scorbutic lesions of 
the gums developed in only 1 patient and then to a very 
mild degree. In 1 other patient a few small purpuric 
spots were seen on the gums and the gums bled more 
easily than usual when he brushed his teeth. 7 of the 
11 patients had no teeth. This may have some bearing on 
the low incidence of bleeding spongy gums in the series; 
but of the 4 patients who had teeth 2 had healthy gums, 
the other 2 having the gum changes already described. 

Cases with an unusual history.—1 patient came to hospital 
because he had had painless hematuria for five days and 
had passed a black, tarry stool. Investigation of the urinary 
and gastro-intestinal tracts revealed nothing to explain 
the bleeding. Because of the characteristic bruising seen 
on the skin he was treated with ascorbic acid and rapidly 
recovered. Another patient had a large tender abdominal 
mass, which caused considerable diagnostic difficulty. It 
was not for some days that the significance of the small 
bruises was realised, but on ascorbic-acid therapy the 
mass, which was a retroperitoneal haematoma, gradually 
disappeared. ; 

Blood changes.—Of the 11 patients 9 were anemic, and 
in 6 of these the hemoglobin was less than 55%. 5 of the 
9 anzmic patients had a normocytic normochromic 
type of anemia, while 4 of them showed a macrocytic 
blood-picture. There seemed to be no correlation between 
the severity of the anemia and the degree of extravasation 
of blood into the tissues. Bone-marrow examinations were 
carried out in 4 patients, 2 with macrocytic anemia and 2 
with normocytic anemia, before any treatment had been 
given. In all 4 cases the marrow showed normoblastic 
hyperplasia. The white-cell count, platelet count, bleeding- 
time, and clotting-time were normal in all the patients. 
Hess’ test for the production of petechial hemorrhages 
was positive in 4 of 6 patients, but in 1 patient this test 
caused a large painful hematoma to appear in the 
muscles of the arm below the sphygmomanometer cuff. 


Vitamin-C saturation test.—This test (Harris and 
Abbasy 1937) is not considered to be very reliable (British 
Medical Fournal 1945, Bartley et al. 1953); it was therefore 
done in only 4 cases. 1 patient became “ saturated ”’ in 
seven days, and the remaining 3 were still ‘‘ unsaturated ” 
after nine days, when the tests were abandonec. These 
results tend to confirm the diagnosis of scurvy in the 
4 cases. 

Treatment 

Ascorbic acid in doses of 600 mg. a day was given to all 
the patients except those on whom a saturation test was 
done, when the dose was 700 mg. a day. 5 of the patients 
received a standard ward diet, ascorbic acid, and no other 
medication. The remaining 6 patients were given ferrous 
sulphate and vitamin-B complex as well as ascorbic acid. 


Results 

Of the 11 patients 9 felt a subjective improvement 
within twenty-four hours of the first dose of ascorbic acid, 
and in all the patients the lethargy, anorexia, and pain 
began to diminish in two or three days. Within a week 
the purpura and smaller bruises had gone from the skin 
and the extravasation of blood into the limbs had begun 
to regress. 

Of the 5 patients who received only ascorbic acid 4 had 
reticulocyte counts done during the first ten days’ treat- 
ment. The hemoglobin levels of these 4 patients at the 
beginning of treatment were 53%, 52%, 49%, and 34%, 
and the reticulocytes increased from 2% or less to 10%, 
9%, 6%, and 23% respectively. In a month the hemo- 
globin values in these patients had increased to 75%, 
90%, 96%, and 92% respectively. All the anzmic 
patients, whether on ascorbic acid alone or on vitamins B 
and C with iron, responded at much the same rate, and 
there seemed to be little difference between the two groups. 

Discussion 

The clinical picture of scurvy seen in this series of cases 
differs in several respects from the descriptions found in 
current textbooks of medicine. “ 

The condition most often emphasised in textbook 
descriptions is that of swollen and bleeding gums: 
Richardson (1956) states that “ the first characteristic 
symptom is usually bleeding swollen gums . . .”; and 
Whitby and Britton (1953), Davidson (1956), and 
Conybeare and Mann (1957) all emphasise the importance 
of this manifestation of scurvy. In the present cases, 
however, only 1 of 11 patients showed evidence of swelling 
and bleeding gums. It is not clear why this physical sign 
should be so strongly emphasised in current descriptions 
since some of the earlier writers were well aware of this 
pitfall. Smith (1909) makes the following statement: 

“The affection of the gums and the subcutaneous indurated 
swellings are the two especial lesions of scurvy. The former, though 
generally regarded as a test symptom, is by no means constant.” 
McMillan and Inglis (1944) found bleeding gums in only 
8 of 53 cases of scurvy (16%). 

The commonest physical finding in the present series 
was of small spontaneous bruises on the limbs. Although 
these are Clearly not pathognomonic of scurvy they form 
an important early indication that the diagnosis of scurvy 
should be considered, a fact which receives little attention 
in many of the textbooks. Some current descriptions refer 
to tender lumps and indurated swellings which are seen in 
severe scurvy and which occurred on 3 occasions in the 
present series: a retroperitoneal hematoma, a spontaneous 
hzmatoma on the buttock, and a hematoma which 
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appeared in the arm as a result of Hess’ test. The type of 
extravasation shown in fig. 2 and seen in 6 patients, how- 
ever, is rarely mentioned. 

There appear to be differences between cases of scurvy 
induced experimentally (Bartley et al. 1953) and those 
seen in clinical practice. Perifollicular hemorrhages, an 
early sign in the experimental cases, were seen in only 
2 of the present patients. The acneiform lesions described 
in the experimental series were not seen in the clinical 
cases, but perhaps the difference in age between the two 
groups might have some bearing on this point, because 
the ages of the experimental group ranged from 21 to 34, 
whereas the clinical group had an average age of 65. 

In the present series, an#2mia was common and impor- 
tant. In the experimental cases (Bartley et al. 1953), 
however, anemia did not develop; indeed it was ques- 
tioned whether there was such an entity as an anemia due 
to pure deficiency of vitamin C. Bronte-Stewart (1953), 
working in South Africa, found that anemia was common 
in his cases of scurvy and that prompt hzmatological 
response followed the administration of pure ascorbic acid 
alone. Barnes (1947) suggested that the degree of anemia 
in scurvy was related to the amount of blood lost by extra- 
vasation. This was not confirmed by Bronte-Stewart’s 
(1953) investigations; nor is there any correlation between 
the degree of anemia and the extent of the extravasation 
in the present cases. It seems likely that the degree of 
anzmia is related to the severity of the scurvy and to the 
length of time during which the patient has not been 
taking enough vitamin C. In the experimental cases 
(Bartley et al. 1953) the experiments were terminated 
before any of the subjects developed signs of severe 
scurvy; this may explain the absence of anemia. In 
clinical cases it is difficult to judge the duration of the 
vitamin deficiency, but it may well be months or even 
years in many cases. That anemia often develops in 
scurvy and quickly responds to pure ascorbic acid, how- 
ever, is confirmed. 


Summary 

11 patients with scurvy are discussed, each of whom was 
living on a diet deficient in vitamin C. The cases fell 
into three groups: elderly men living alone; those dieting 
because of medical advice; and the “ food crank ”’. 

The chief symptoms were pain, lethargy, anorexia, and 
mental depression. 

The chief signs were small bruises on the limbs, extra- 
vasation of blood into the tissues, and anemia. 

Typical scorbutic lesions of the gums were seen in only 
1 patient, but only 4 patients had any teeth. 

The symptoms and signs, including anemia, responded 
promptly to ascorbic acid. 

Current descriptions of clinical and of experimental 
scurvy are contrasted with the present findings. 

My thanks are due to Sir Daniel Davies, Dr. Frances Gardner, 
Mr. H. Daintree Johnson, Dr. Una Ledingham, and Sir Cecil 


Wakeley for permission to publish; and to Dr. R. S. Bruce Pearson 
for reading the manuscript. 
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AN ILLNESS RESEMBLING 
ACUTE POLIOMYELITIS 
CAUSED BY A VIRUS OF THE RUSSIAN SPRING- 
SUMMER ENCEPHALITIS/LOUPING ILL GROUP 
IN NORTHERN IRELAND 


M. LIKAR 
M.D. Ljubljana 
RESEARCH FELLOW, NATIONAL FUND FOR POLIOMYELITIS RESEARCH 


D. S. DANE 
B.A., M.B. Cantab. 
LECTURER IN MICROBIOLOGY IN THE QUEEN’S UNIVERSITY OF BELFAST 


LovupInG ill, which is transmitted by the tick Ixodes 
reduvius (Linn.)* has been known to occur among sheep 
in Scotland and the north of England for more than a 
century (van Rooyen and Rhodes 1948) and is also present 
in Northern Ireland, particularly in the northern districts 
such as the Antrim glens and the Sperrin mountains 
(Prof. H. G. Lamont, personal communication). The 
virus causing louping ill is so closely related to the virus 
of Russian spring-summer encephalitis (R.S.S.E.) that 
both may be considered to be strains of a single virus 
(Pond et al. 1953, Pond and Russ 1955). 

R.S.S.E. virus has been responsible for outbreaks of 
aseptic meningitis and encephalomyelitis in mid-European 
countries (Richling 1955, Kmet et al. 1955, Moritsch and 
Krausler 1957). One of the most interesting features of 
R.S.S.E. was that in its spinal paralytic form it was often 
clinically indistinguishable from acute paralytic polio- 
myelitis. It is perhaps surprising that in Great Britain and 
Northern Ireland only ‘four naturally occurring cases of 
louping ill have been described in man (Davison et al. 
1948, Brewis et al. 1949, Lawson et al. 1949). These were 
cases of encephalitis in persons working with sheep. 

During 1957 we attempted to recover virus from the 
feeces in every case of poliomyelitis, aseptic meningitis, 
and encephalitis reported in Northern Ireland. In a 
few cases diagnosed clinically as paralytic poliomyelitis 
virus was not isolated from the faeces, and serum-neutral- 
isation tests did not suggest a recent poliovirus infection. 
Because of the reported similarity of some European 
cases of R.S.S.E. to paralytic poliomyelitis we decided to 
test the serum of these patients for antibodies to the 
R.S.S.E. group of viruses. Later, serum was tested from 
nearly all the patients diagnosed as having either paralytic 
poliomyelitis, aseptic meningitis, or encephalitis but 
from whose feces no virus had been recovered. Sero- 
logical evidence’ of recent infection with a virus of the 
R.S.S.E. group was obtained in five cases, of which four 
had been diagnosed as acute poliomyelitis and one as 
mild encephalitis. Of the four patients diagnosed as 
having acute poliomyelitis one had severe paralysis of a 
lower-motor-neurone type and the remaining three had 
mild paralysis. 


bd Synonym Ixodes ricinus 








DR. CUTFORTH: REFERENCES—continued 


Harris, L. J., Abbasy, M. A. (1937) Faves, 3 ii, 1429 
H ay MacLennan, D. C. (1954) Brit sy d ii, 1149. 

Mc. illan, R . By Inglis, J. C. (1944) ibid. p. 233. 

Mallam, P. (1948) ibid p. 861. 

Richardson, J. S$. (1956) P The Pope ae Medicine. 1st ed., London. 
Riches, H. R. C. (1954) Brit. med. J. ii, 286. 
Roughton, E. E., Waldron, C. A. ( 1953) Oral Sur; 


Smith, W. J. ( 1909) in Allbutt, T. a ” vena HBS A a of Medicine. 
2nd , London; vol. v, p. 


Whitby, L. EB. H., Britton, C. ? c 3953) Disorders of the Blood. 7th ed., 
London 








ao ase FY 42H OF — rye = = Oo 


—s 


a .IfD =e a ~~ er wD ~ 


— << 


~ 


of .jJf® fd est SS fh. Hh 


Oo etoonudg 








1 MARCH 1958 ORIGINAL 





457 


ARTICLES 





Methods 


Complement-fixation Test 

Sera were stored at —20°C and inactivated for 30 minutes 
at 56°C before use. Anticomplementary sera were treated 
first with equal amounts of undiluted complement and then 
inactivated for ten minutes at 62°C before use. After this 
treatment very few sera had to be discarded because of anti- 
complementary activity. 

Hyperimmune serum was prepared in guineapigs by 
repeated intramuscular injections of a 20% suspension of 
mouse brain from paralysed mice infected with R.S.S.E. virus. 

The antigen was prepared, according to the technique of 
Casals (1949), from infected mouse brain by repeated extraction 
of lipid materials with acetone and ether and final extraction 
with physiological saline solution at 4°C. The strain of virus 
used was isolated from a fatal case of R.S.S.E. in Slovenia in 
1954; it had been found indistinguishable from the OM 64 
strain obtained from Dr. V. Bardo$ of Bratislava. 

A control antigen was prepared in the same way from healthy 
mouse brains. 

The test was made in plastic hemagglutination plates with 
0-1 ml. volumes and 2'/, minimal hemolytic doses of comple- 
ment. 

y Serum, antigen, and complement were incubated overnight 
at 4°C, and then 0-2 ml. of a suspension of sensitised sheep 
red blood-cells was added. The plates were placed ‘at 37°C 
for 30 minutes after the addition of the hemolytic system. 
Cups showing 75% or more fixation were considered positive. 


Neutralisation Tests 

These were made in mice aged 3 or 4 weeks. Equal amounts 
of undiluted serum were mixed with both 10 and 100 mouse 
LD, doses of virus and allowed to stand for an hour at room 
temperature and then for two hours at 4°C before inoculation. 
Each of the mixtures was inoculated intracerebrally in 0-03 ml. 
amounts into four mice. Controls were set up with each test. 
The mice were observed for ten days after the last control 
animal, which received virus alone, was dead. 

Sera which showed neutralisation of 10 or 100 LD,» of 
virus were tested with various dilutions of the virus from 
10-* to 10-’ by the same technique as described above to 
determine the neutralisation index. 

Results 


Complement-fixation Tests 

Three groups of sera were tested. The first group 
consisted of paired sera from 34 patients who had been 
diagnosed clinically as having had either paralytic polio- 
myelitis or aseptic-meningitis but from whom no fecal 
virus was isolated. Four of these patients showed an 
increase of complement-fixing antibody in their con- 
valescent serum. In addition a single late convalescent 
serum from one patient with mild encephalitis was tested. 
The results of these tests are given in the accompanying 
table. 





| 
| Day after onset | 











| Titre of comple- | — 

—_ ass of illness when ment-fixing | —— 
. YT.) | serum was taken | antibody | ate: 
1 23 9 <linl <10 
} 63 lin8 | 1000 
2 21 5 <linl | <10 
| 82 1 in 16 1000 
3 42 3 <linl <10 
22 lin8 100 
4 24 2 <linl <10 
17 « lin4 300 
5 21 62 lin 8 80 





The second group consisted of paired sera from 100 
poliomyelitis patients in whom the diagnosis had been 
confirmed by isolation of the virus. The first specimen 
of serum was taken during the first week of illness, and 
the second specimen about 20 days later. Most of the 
patients were young children under the age of 5 years. 





No complement-fixing antibodies for the R.s.s.E./louping 
ill group of viruses were detected. 

The third group consisted of 66 paired sera collected 
from influenza patients in the late-autumn epidemic of 
1957. Most of the patients were young adults. In four 
cases antibodies to R.S.S.E. virus were found in both 
acute and convalescent sera at titres of 1:2. 


Neutralisation Tests 

Acute and convalescent sera from the thirty-five 
patients of the first group mentioned above (all but one 
of whom had been clinically diagnosed as having polio- 
myelitis) were tested for neutralising antibodies. Only 
those patients who had complement-fixing antibody 
were found to have neutralising antibody. The neutralisa- 
tion indices for these patients are given in the table. 

Neutralisation tests were also done with the sera of the 
four influenza patients who had low-titre complement- 
fixing antibody. None had neutralising antibody. 


Clinical Histories of Patients 

The clinical histories (kindly supplied by their 
physicians) and symptoms of the five patients with sero- 
logical evidence of infection with the R.s.s.£./louping ill 
group of viruses are given below. 

Case 1.—A man, aged 23, took part in an athletic meeting 
on Aug. 8 and next morning felt extremely i!! with pains all 
over and weakness in his arms and legs. He also had headache 
and photophobia, and vomited: three times during the after- 
noon. He had quite severe persistent pain around his left 
subcostal margin. On examination after admission to hospital 
he had no pyrexia and all his reflexes were strong and equal on 
both sides. Lumbar puncture on the third day of illness pro- 
duced a clear and colourless fluid with protein 55 mg. per 100 
ml. and no cells. During the next day or two he developed a 
** dead feeling ” and weakness in his right hand, and his back 
felt curiously weak and stiff. His abdominal reflexes dis- 
appeared, and his right triceps jerk was slightly reduced. He 
still had no pyrexia, and the muscular tenderness in his 
abdomen was diminishing. On the seventh day he felt weak 
and “ sweaty ” while attempting to use an electric razor and 
complained that his arms felt very heavy. He also felt sick, 
and his headache returned. In the next few days all his symp- 
toms gradually disappeared, and by the eleventh day he had 
only slight weakness of his right thumb. He made a complete 
recovery, but his abdominal reflexes were still absent after a 
month. He had been confined to bed for six weeks. 

Case 2.—A man, aged 21, had an influenza-like illness in 
which he noticed weakness of his arms and felt pains in his 
legs. On the fifth day of his illness, when he was admitted to 
hospital, he could walk, but during the next few days severe 
paralysis of lower-motor-neurone type developed in both his 
arms and his legs. He remained in hospital for three months 
and when seen a month later had recovered completely. 
Theugh he lived in a town he often went for walks in fields 
where sheep grazed and in areas where ticks are said to be 
found. On admission to hospital he was infested in the inguinal 
region with what were thought to be Phthirus pubis, which 
were dealt with without being identified. Possibly they were 
larve of the tick Ixodes reduvius. 

Case 3.—A married woman, aged 42, became ill with pyrexia, 
headache, and vomiting. After twenty-four hours she was 
admitted to hospital with neck stiffness, a positive Kernig sign, 
and slight weakness in her left arm and her left leg. Her 
cerebrospinal fluid contained 250 cells per c.mm. (polymorphs 
70%, lymphocytes 30%). Her neck stiffness remained for a 
few days, but the Kernig sign was negative on the second day 
after admission. In a few days the weakness in both limbs 
disappeared. 

Case 4.—A married woman, aged 24, became ill with general 
malaise and attacks of shivering a month after having a baby. 
Because her symptoms persisted she saw a doctor after two 
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days. She then complained of sore legs and arms and profuse 
sweating during the night with vomiting and severe headache. 
The doctor could find no signs indicating puerperal sepsis. 
On admission to hospital stiffness of her neck and weakness 
of her four limbs were noted. Her abdominal reflexes were 
absent on both sides. She had pyrexia, which settled slowly by 
lysis in the next seventeen days. A general improvement in 
her condition had been noted during the first week, and she 
had completely recovered when seen four months later. 

Case 5.—A male medical student, aged 21, became ill 
with acute headache, general weakness, and severe lumbar pain. 
These symptoms lasted for a few days and then disappeared. 
During this time the patient had a temperature of 101°F and 
vomited twice. After apparent improvement and an interval 
of six days he developed a severe headache, and his tempera- 
ture rose to 103°F. The pyrexia was not constant, rising in 
the afternoon and falling to 99°F in the morning. This second 
pyrexial stage lasted for six days, and the patient was then 
admitted to hospital but recovered completely after a short 
stay. Five days before the onset of his illness he removed a 
tick from his arm and had kept it. This was subsequently 
identified as an adult female Ixodes reduvius. 

There was no evidence that any of these five patients 
were infected at the same time or the same place. Two 
came from Co. Antrim, two from Co. Londonderry, and 
one from Co. Fermanagh. 


Discussion 

It is usually considered that the clinical diagnosis of 
paralytic poliomyelitis in the British Isles is relatively 
easy. It now appears that, in Northern Ireland at least, 
an infection with a virus of the R.s.s.E./louping ill group 
must sometimes be considered as an alternative diagnosis. 
The cases which we have described were discovered 
because an attempt was made to confirm the diagnosis in 
the laboratory of every case of paralytic poliomyelitis. 
With the exception of the case of encephalitis the other 
four infections with R.S.S.£. virus clinically resembled 
acute poliomyelitis. According to Grinschgl (1955) 
the clinical differential diagnosis is practically impossible 
in some cases. It seems to us that the laboratory diagnosis 
of infection with R.S.S.£. virus will be important in 
the future in the assessment of paralytic infections in 
people who have received Salk-type poliomyelitis vaccine. 

The R.S.S.E./louping ill group of viruses are transmitted 
among sheep by Ixodes reduvius (MacLeod and Gordon 
1932). Transmission to man is also in some cases by 
ticks, but other arthropods may be responsible (Richling 
1955). Of considerable interest are the observations that, 
in other cases, milk may play a part in the transmission 
of the disease to man (Moritsch and Krausler 1957, 
Dr. V. Bardo’ personal communication). 

In only case 5 was there a definite history of a tick 
bite before the onset of illness. The way in which the 
four other patients became infected is unknown. Now 
that human infections are known to occur in Northern 
Ireland, the laboratory diagnosis is likely to be more 
prompt and should provide opportunities for studying 
the natural history of the disease. 


Summary 
Five cases of human infection with a virus of the 
Russian spring-summer encephalitis/louping ill group 
in Northern Ireland are described. 
In four a provisional clinical diagnosis of acute polio- 
myelitis had been made. 


Our thanks are due to Prof. G. W. A. Dick for his help; Dr. E. O. 
Bartley for drawing our attention to case 5; Dr. F. Kane, Dr. R. G. 
Vine, and Dr. K. W. Newell for supplying the case-histories; and 


Miss E. M. Briggs and Mr. R. Nelson for technical assistance. 
We wish to acknowledge grants from the National Fund for Polio- 
myelitis Research, the Medical Research Council, and the Northern 
Ireland Hospitals Authority. 

REFERENCES 


Brewis, E. G., Neubauer, C., Hurst, E. 4 (1949) Lancet, i, 689. 
Casals, J. (1949) Proc. Soc. exp. B Biol., N a F 339. 

Davison, G., Neubauer, C., RN og | ame ii, 453. 
Grinschgl, G. (1955) Bull. World Filth Ore. a5 
Kmet, J., Vesenjak-Zmijanac, J., Bedjanic, M., as, ‘S. (1955) ibid. 12, 491. 
Lawson, 3. H., Manderson, W. G.. me E. W. (1949) Lancet, ii, 696. 
MacLeod, J., Gordon, Ww. S. (1932) . Path. 45, 240 

Moritsch, H., Krausler, J. Bian) ony ehin. Wschr. 69, 921, ves 965. 


Pond, Ww. tz Russ, S. B. ( i Bull. World Hith Org. 12, 5' 


_ Warren, J. (1983) ‘ect. Dis. 93, 294. 
Richling, E (1955) Bull. Wor. Hi. th Org. 12, 32 1. 
van Rooyen C. E., Rhodes, A. J. (1948) Virus Diseases of Man. New York. 


MANUAL COMPRESSION OF THE CHEST 
AS AN AID TO DEMONSTRATING 
ADVENTITIOUS RESPIRATORY SOUNDS 


LAWRENCE POWER 
M.D. West Ont. 
ASSISTANT RESIDENT IN MEDICINE, WESTMINSTER HOSPITAL, 
LONDON, ONTARIO, CANADA 

THOUGH radiology now has pride of place in the inves- 
tigation of respiratory diseases, diagnosis in those disorders 
that do not cast shadows remains essentially clinical. They 
are mostly disorders of the respiratory conducting system 
—tracheobronchitis, chronic bronchitis, and bronchial 
asthma—which cannot be recognised radiographically 
until secondary pulmonary changes develop. Respiratory- 
function studies are also of little value in detecting the 
lesser degrees of impairment; for despite refinements, the 
persistently wide range of normal means that only con- 
spicuous defects are significant (Woolf 1956). 

In the patient complaining of dyspnoea due to obstruc- 
tive bronchial disease, physical findings consist mainly of 
abnormal bronchial sounds. Sought with the stetho- 
scope their presence is usually confirmed with ease. In 
early cases, however, abnormal sounds may not be elicited 
by standard procedures, and to assist in the examination 
of this type of patient I have used a simple physical 
manceuvre which often makes them audible through the 
patient’s open mouth. 

Rales audible at the mouth were first described by the 
Swiss clinician Hermann Sahli. In his writings at the 
turn of the century, he called them “ oral rales” and 
considered them of diagnostic value, occasionally present 
when none could be heard at the surface of the thorax. 
It was the production of these oral rales by manual com- 
pression of the chest that led to the observations I record 
here. 
i The Method 

The method is most effective if the patient strips to the 
waist and sits upright, preferably on a stool or forward 
from the back of a chair. He is told to breathe slowly and 
as deeply as possible through his open mouth while the 
examiner, arranged to one side, cocks an ear beside the 
patient’s mouth and places the flat surfaces of his hands 
on the anterior and posterior chest wall so that they lie 
opposed and separated by intervening lung. Just before 
the end of expiration, the hands should be approximated 
in a sharp compressing movement that expresses a burst 
of residual air from the underlying tissues. 

In this way various areas of a lung field may be explored 
by selective compression in a methodical apex-to-base 
manceuvre, and the resulting sounds auscultated at the 
open mouth. The only practical difficulties encountered 
thus far have been potentially confusing nasal whistles in 
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persistent nose-breathers and the accidental expulsion of 
some loose-fitting upper dentures. The former difficulty 
has been resolved by pinching off the nose, and the latter 
by removal beforehand. 


The Sounds Produced 
Sounds produced in this way are essentially the same 
as those heard during standard auscultation, the trachea 
and bronchi serving in effect as an inverted stethoscope 
rooted in the depths of the pulmonary bed. The soft 
bronchovesicular breath sounds of the normal lung are 
somewhat sharper at the mouth, approaching bronchial 
breathing in character but otherwise recognisable. Rales 
(moist bubbling interrupted sounds) are easily recognised, 
while rhonchi (high-pitched continuous dry sounds) 
tend to be finer and sharper in pitch than when damped 

by transmission through the chest wall. 


Clinical Observations 

Chronic Bronchitis 

In a proportion of patients suspected of chronic bronchitis 
no abnormal physical signs could be detected by ordinary 
auscultation, but fine expiratory high-pitched wheezing 
rhonchi, quite distinct from the normal bronchovesicular 
sounds, were produced by the compression manceuvre. The 
site of production varied from patient to patient. 


Bronchospasm 

Episodes of respiratory difficulty sufficient to bring the 
patient for advice, yet insufficient to produce audible wheezes 
either at the time of the attack or at the time of auscultation, 
are not uncommonly observed in allergic states and in early 
chronic bronchitics during damp or humid weather. Scattered 
fine rhonchi can almost always be demonstrated by manual 
compression of the chest. 


Chronic Left Ventricular Failure 

Patients in this category complained of dyspnocea and fatigue 
aggravated by effort. Associated cardiovascular findings 
included angina of effort, orthopnoea, ankle cdema, left 
ventricular enlargement, or electrocardiographic abnormalities. 

Any history of chronic productive cough or of susceptibility 
to “‘ chest colds ” in the winter rendered them ineligible for 
inclusion in this group of cases regarded as pure left ventricular 
failure. On standard auscultation, a high proportion had per- 
sistent inspiratory crepitant rales—of the kind that can be 
imitated by rolling hairs between the fingers near the ear— 
over one or both lung bases. Rales of this description could 
not be rendered audible by the compression manceuvre. 
Bronchial Stridor 

In the single case of bronchial stridor (due to bronchogenic 
carcinoma) in which the manceuvre was performed there was 
no difficulty in discovering the side and lobe involved. This 
experience suggests the use of the method in cases of aspirated 
foreign body, to facilitate bronchoscopy. : 


Discussion 

The normal exchange of respiratory gases is an almost 
silent process accompanied only by the soft rustling 
sounds of bronchovesicular breathing. Normal bron- 
chial lumina are clean windswept tunnels, untrammelled 
by collections of secretion; and the normal contraction 
during expiration of their smooth muscle, though short- 
ening and narrowing them, does not do so to the extent 
of producing rhonchi (Best and Taylor 1945). 

Adventitious chest sounds are the result of respiratory 
gas turbulence induced by irregularities in the lumen of 
the conducting vessel in addition to the direct action of 
air currents on the contained secretions. For sounds 
characteristic of certain diseases to be audible on auscult- 
ation, respiratory gases must flow through the abnormal 


area at speeds sufficient to induce turbulence or vibration. 

A proportion of patients with respiratory disease fail 
to fulfil these criteria. Some cannot achieve more than a 
gesture at maximal breathing, emptying no more than a 
quarter of their total alveolar capacity. Others, as a result 
of obesity, advanced emphysema, or abdominai muscle 
weakness, lack a capacity for sharp expulsive effort and 
have a speed of emptying below that necessary to induce 
adventitious sounds. 

In health, alveolar ventilation is unequal despite free bron- 
chial communication (Best and Taylor 1945) owing partly to 
the greater part taken in gaseous exchange by those alveoli 
nearest to the mobile surfaces of the thoracic cavity. Is it not 
likely that, then, when a proportion of bronchioles are not 
freely patent, neighbouring alveoli expand to undertake gas- 
eous exchange, and the normal expiratory pressure, which 
would have emptied the affected alveoli in health, is spent in 
emptying neighbouring alveoli through normal bronchioles ? 
As a result, when uniform expiratory pressure is applied to 
areas of varying resistance (obstructed and unobstructed 
alveoli), those offering least resistance will empty most freely 
and dissipate the force, so preventing gases from the obstructed 
alveoli from passing quickly enough through the stenosed 
bronchioles to create adventitious sounds or to empty the 
alveoli adequately before the next inspiration. If an inevitable 
volume of residual air must, exist which the most vigorous 
expiratory efforts cannot dislodge, will it not tend to collect 
behind the relatively stenotic bronchioles beyond reach of the 
deepest respirations? Manual compression at the end of 
expiration should in theory encroach on this residual air, 
which occupies at least a quarter of the total alveolar volume, 
and use it to demonstrate the state of the lumina of its supply- 
ing bronchioles. 

In patients with a history suggestive of chronic bron- 
chitis or mild episodes of bronchospasm, and in whom 
no adventitious chest sounds are audible on ordinary 
auscultation, the compression manceuvre often produces 
a rustle of hissing expiratory sounds within which 
extremely fine rhonchi can be discerned, quite distinct 
from normal bronchovesicular breathing. Less often, 
isolated rhonchi alone can be demonstrated. 

In patients with early chronic left’ ventricular failure, 
persistent inspiratory crepitations at the lung bases have 
traditionally been considered evidence of pulmonary 
cedema. Wood (1956), however, says they are often 
absent when failure exists, and when present are often 
due to chronic bronchitis; adding that crepitations due 
to pulmonary cedema are widespread in distribution 
rather than basal. Sahli (Potter 1911) maintained that 
inspiratory basal crepitations are characteristic of left 
ventricular failure and result from a tearing apart of the 
engorged and approximated alveolar walls by the in- 
spiratory air-stream. If he was right, compression of 
crepitant lung bases due to early left ventricular failure 
should produce no audible oral rales—unless, of course, 
the cedema is advanced and involves the lumina of the 
larger bronchioles or there is associated bronchial disease. 
This has been my own finding. 

Summary 

This is a study of the value of a simple physical man- 
ceuvre of manual compression of the chest in eliciting 
adventitious pulmonary sounds. 

Lesser degrees of bronchial disease sufficient to pro- 
voke complaints of breathlessness but insufficient to 
produce signs by standard examination have usually 
been found to yield evidence on applying the manceuvre. 

Basal crepitations due to early pulmonary oedema are 
not heard on application of compression—a fact which 
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helps in distinguishing the crepitations of left ventricular 
failure from those of bronchial exudate. 


My thanks are due to Dr. John Lewis, chief of service, medicine, 
and Dr. N. J. England, chest physician, both of Westminster Hospital, 
London, Ontario, Canada, for valuable suggestions and criticism. 
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DEPARTMENT OF ANASTHESIA, THE FINSEN INSTITUTE, COPENHAGEN 


IN civil and military emergencies, where many urgent 
operations will have to be done in a short time, the usual 
methods of anzsthesia may not be applicable. 

For instance, anesthetic machines, such as are usual in 
operating-theatres and depend for their function on gas 
in cylinders, may not be available; and the supply of gases 
may have been destroyed—e.g., by bombing and by fire 
—or difficulties of transport may render the supply 
uncertain or impossible. In such a case one might 
expect to be able to fall back on the use of liquid anzs- 
thetics (ether, chloroform) combined with atmospheric 





Apparatus for anesthesia and intermittent positive-pressure 
artificial respiration using atmospheric air. 


air as the source of oxygen (McAuley 1943); but even 
these may be unavailable, as in Hungary in 1956 (O. 
Lippman, personal communication). Other forms of 
anesthesia than inhalation—e.g., local and intravenous 
anesthesia (Dripps 1956)—would have to be used. 

Since the equipment and the technique of intravenous 
administration of anzsthetics are extremely simple, its 
advantages are obvious. n the other hand, the elimina- 
tion of these drugs from the body depends on relatively 
slow detoxication, which involves a risk of overdosage 
caused by accumulation. Moreover, the anesthetist has 
to control the air-ways and maintain the efficiency of the 
respiratory volume. No doubt, neglect of these factors, 
in addition to toxic lesions, contributed essentially to the 
high mortality connected with the use of barbiturates at 
Pearl Harbour in 1941. Further, thoracotomy requires 
artificial respiration by intermittent positive pressure. 

In a previous paper a new apparatus was described 
(Ruben and Ruben 1957) which enables artificial respira- 
tion by intermittent positive pressure to be given with 
atmospheric air instead of gases from a cylinder. The 
apparatus looks and is handled like the bag-and-mask 
commonly used by anesthetists (see figure). This result 
has been reached by making the bag self-expanding. 
With this device it is possible in practice to ensure suffi- 
cient ventilation for many hours. 


Method of Anesthesia 

To test the possibilities offered by anesthesia for major 
surgery based exclusively on intravenous drugs, a series 
of anzsthetics were administered with the bag-respirator 
as the only apparatus. 

The purpose of the anesthesia, apart from providing 
good conditions for operating, was to prevent deleterious 
effects of the operation on the circulation and to keep the 
patient “asleep ” or, rather, to provide amnesia for the 
operation. 

Apart from premedication with pentobarbitone, mor- 
phine, and scopolamine, the only drugs used were thio- 
pertone, pethidine, and d-tubocurarine chloride. In 
addition the patients were given atropine and neostigmine 
at the end of the anesthesia. All the patients were intu- 
bated endotracheally, and during maintenance the tube 
was kept connected directly with the bag-respirator. All 
the patients had controlled respiration throughout the 
operation. 

In addition to syringes, needles, and the bag-respirator, the 
anesthetic equipment included a suction apparatus (Ruben 
and Ruben 1957), functioning independently of pressure- 
cylinder gas. This device consists of a concertina bag and a 
trap bottle with tubes. The suction, which is obtained by 
intermittently compressing the bag with the foot, is established 
by expansion of the concertina bag by the action of a 
spring. 

The patients were controlled during anzsthesia in the 
usual way—i.e., by frequently recording the arterial 
blood-pressure and the pulse-rate and, in more than half 
the cases, by continuous electrocardiography recorded 
on an oscillograph. In a few patients the oxygen content 
of the expired air was examined, and in some the volume 
of the air-exchange was checked on a gas-meter. 

For the patients’ ages, operations, duration of anzs- 
thesia, and quantities of anesthetics given see tables I-vI. 


Comments 
As might be expected, rather large quantities of thio- 
pentone had to be used, especially at the beginning of an 
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operation. The actual quantity, of course, depended on 
the physical state of the patient, the duration of anzxs- 
thesia, and the kind of operation. 
By the method used it was difficult to determine the 
** depth of anesthesia’ due to thiopentone, the more so 
because relaxants had been used. To estimate the central 
depression, the size of the pupils and the light-reflexes 
TABLE I—AGE-DISTRIBUTION 


No. of patients 





Age (yr.) No. of patients Age (yr.) 

9 1 40-49 | ll 
10-19 6 50-59 | 14 
20-29 1 60-69 | 10 
30-39 11 70-76 | 4 


} 


served as a guide. Where the relaxation was not pro- 
found, slight movements of the fingers or toes served as 
a guide to the need of supplementary injections. 

Five patients had recollections of the operation. Three 
of these did not remember having felt pain, but two, who 
remembered having suffered pain, found at least part of 
the operation disagreeable. In all other cases there was 
total amnesia for the operation, and all the patients, apart 


TABLE II-—OPERATIONS 


Type of operation No. of operations 





On the head o% bi +t ae ot 10 
Transthoracic is - -_ ‘ey 5 
Upper laparotomies <3 Pe +f. se 7 
Lower laparotomies ae sis ‘s mis 6 
Other operations a re ae os 30 


from the two who had felt pain, found the anesthesia 
satisfactory. 

The anzsthesia was found fully satisfactory for secur- 
ing good operating conditions. When the patients were 
sufficiently awake to respond adequately when addressed, 
had satisfactory coughing and swallowing reflexes and 
a normal respiration, and were able to keep the air-ways 
free unaided, they were carried back to the wards. 


TABLE III—DURATION OF OPERATIONS 











Duration (min.) No. 

25-59 9 
60-119 19 
120-179 12 
180-239 10 
240-299 . 2 
300-359 2 
360-560 4 





This was possible 5-10 minutes after the end of the 
operation. Especially after prolonged anesthesia, how- 
ever, the patients were rather sleepy, and, left alone, 
would fall asleep again, not being able to keep fully awake 
till several hours later. 

A man, aged 69, who had undergone total gastrectomy for 
cancer of the stomach (duration of anesthesia 6*/, hours) did 
not respond adequately until about sixteen hours after the 
operation. During this time he was kept intubated and 
watched in the same way as patients recovering from anzs- 
thesia. After he awoke there were no other complications. 
This case, one of the earliest in this series, was fully explained 
by overdosage of thiopentone. 

In five cases the technique described was used for 
transthoracic operations. It was verified by analyses of 
arterial blood, that, during transthoracic operations, 


a satisfactory oxygen saturation of the arterial blood 


TABLE IV—-AMOUNTS OF THIOPENTONE USED 








Thiopent. (mg.) No. of operations 
250-475 et ie — ae bas | 7 
500-975 ~s a's ve cs A 30 
1000-1475 os jin nS eid mas | 12 
1500-1975 es ée os = Hy | 6 


2000-2150 far ycnai Sel eens ol 3 


could be maintained even by breathing atmospheric 
oxygen; but in that case hyperventilation was necessary. 
When the operation was finished and the patient was 
induced to breathe spontaneously, temporary hypoven- 
tilation was not allowed, because the use of atmospheric 
air alone made it impossible to compensate for a hypoxia 


TABLE V—-AMOUNTS OF PETHIDINE USED 





Pethidine (mg.) No. of operations 
0 2 
10-45 21 
50-95 27 
100-125 | 6 
 .. 1 
340 . 1 


produced by hypoventilation by increasing the oxygen 
content of the inspired air. The supervision required 
by patients after this form of anzsthesia was similar to 
that necessary after ether anesthesia. 


Conclusion and Summary 


With the drugs and bag-respirator in question satisfac- 
tory anzsthesia was induced and maintained for numer- 


TABLE VI—AMOUNTS OF TUBOCURARINE USED 


d-tubocurarine chloride (mg.) 





| No. of operations 
ll 





15-29 
OOM cc! ca Nak NET SR Ce BTS Bed 19 
SBME... gata See cae ete 16 
8 Raa Seep is te 10 
115 si, ete Oe ae 1 
133 1 








ous operations. The technique is extremely simple in 
the hands of an experienced anesthetist and, in emer- 
gencies, allows a large number of patients to be anzs- 
thetised. On the other hand, it needs experience to avoid 
overdosage and insufficient amnesia. Ether and air, 
administered on an open mask or with a vaporiser, or 
used with an ordinary anesthesia machine, is undoubtedly 
less dangerous in the hands of people with little training. 

Provided the anzsthetist has the necessary technical 
training, this method enables anesthesia to be induced 
and maintained with simple means for transthoracic 
operations and operations on the head, even under the 
most primitive conditions. 
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“* . . Tobacco-smoking, a few years ago, was carried in this 
country to a great excess; and now, according to the statistical 
returns, the annual consumption of tobacco is very large. It 
is, however, no longer a fashionable habit in our streets; and 
the prohibitions which exist against its use in various places 
of public resort, may eventually have the effect of still further 
diminishing the pernicious. custom.”—Landon med. Gaz. 
1845, 36, 236. 
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HYPOPHYSECTOMY COMBINED WITH 
INTRASELLAR IRRADIATION WITH 
YTTRIUM-90 


HYPOPHYSECTOMY causes improvement, which can be 
assessed objectively, in about half to two-thirds of patients 
with advanced mammary cancer.**® Irradiation of the 
pituitary gland with radon seeds or with **Y (a pure 
8-particle emitter) causes improvement in about a third 
to a half of the patients.’ There is little agreement 
about the choice of patients likely to benefit from these 
therapeutic measures. 

One of the problems is to ensure that all the glandular 
tissue is either removed or destroyed. Falconer * reported 
that 1-10% of the gland was still present after hypo- 
physectomy (plus treatment of the fossa with Zenker’s 
fluid) in 6 patients at necropsy, and Olivecrona! found 
that removal was incomplete in many of his cases. For- 
rest ®° found that irradiation with radon did not produce 
complete necrosis in any case examined post mortem, 
and that *°Y caused complete destruction in only 2 cases 
out of 7. Our own experience with surgical hypophysec- 
tomy and with radon has been similar. 

For these reasons we have tried to destroy the gland 
completely by combining surgical hypophysectomy with 
subsequent irradiation of the pituitary fossa. After some 
trial and error we have evolved the following method. 


TECHNIQUE 

Surgical hypophysectomy is done by the right trans- 
frontal route. When as much gland as possible has been 
removed and hemostasis secured, the fossa is packed 
with yttrium-90 oxide (7.5-10.0 mC.) mixed with dental 
impression wax. 

The radioactive material is prepared in the following 
way at the isotope division of the Atomic Energy Research 
Establishment, Harwell: the irradiated yttrium-oxide powder 
is added to about 1 ml. of molten wax; the mixture is agitated 
to ensure a uniform distribution of the powder and cooled 
rapidly to prevent sedimentation. 

The wax is flown to Belfast in time for the operation. On 
arrival the pellet is rolled between two thick flat pieces of 
* Perspex.’ into a long cylinder and loaded into a piece of glass 
tubing, 30-0 cm. long and 0-5 cm. in internal diameter, which 
has been lubricated with liquid paraffin. A metal plunger 
(with a flat, not a rounded, end) is inserted at one end, and 
the “ syringe ” thus formed is taken, enclosed in a perspex 
case, into the operating-theatre. 

The procedure is carried out aseptically, and strict precau- 
tions are taken against contamination of apparatus and per- 
sonnel with radioactive material. The operator places the 
end of the “‘ syringe ” in the fossa and extrudes the radioactive 
wax by depressing the metal plunger. The wax emerges in 
a worm-like form and moulds itself roughly into the shape of 
the fossa. Finally it is packed in tightly with a long-handled 
spatula and covered with a small piece of muscle and some 
fibrin foam to protect the overlying structures. 

All concerned with the radioactive material wear thick 
perspex shields over their eyes while handling it. The con- 
taminated instruments are stored until they become inactive. 


1. Olivecrona, H., Luft, R. Ann. R. Coll. Surg. Engl. 1957, 20, 267. 

2. Atkins, H. J. B. Proc. R. Soc. Med. 1957, 50, 859. 

3. Falconer, M. A. ibid. p. 861. 

4. Radley-Smith, E. J. ibid. p. 866. 

5. Kennedy, B. J., French, L. A., Peyton, W. T. New Engl. ¥. Med. 
1956, 1165. 

6. Forrest, A. P. M. Proc. R. Soc. Med. 1957, 50, 862. 

7. Greening, W. P. ibid. p. 867. 


Cortisone is given from two days before the operation, and 
thyroid extract from about a month after. 


RESULTS 
Clinical: 

25 operations were done between May and November, 
1957. 5 patients died postoperatively: 4 of these were 
aged more than 60, and 3 had severe pulmonary involve- 
ment preoperatively. Of the 20 who survived operation 
16 (80%) have shown objective evidence of remission 
(see table). All but one of those who had blood-borne 


CLINICAL RESULTS OF HYPOPHYSECTOMY AND IRRADIATION OF PITUITARY 
FOSSA IN 20 PATIENTS SURVIVING OPERATION 





+ | No. surviving No. undergoi 
Extent of disease | operation remission intially 
Local disease only (breast, chest | 
wall, and adjacent lymph-glands) | 3 0 
Blood-borne metastases with or | 
without local disease ad en 17 16 (94%) 
Total re 3 a oa 20 | 16 (80%) 


metastases improved (94%), and none of those with local 
disease only showed any sign of remission. Only 1 patient 
has had recurrence of disease after an initial remission; she 
died from cerebral metastasis six months after the 
operation. Complications included major damage to the 
optic nerves in 2 patients. 

One had blindness in one eye and a temporal-field defect in 
the other as a result of irradiation. She had a pre-fixed chiasma 
and a small slit-like fossa. As a result no protective covering 
could be placed over the wax. She showed general improve- 
ment, however, and regarded the operation as well worth while. 

The other developed complete bitemporal hemianopia fol- 
lowing operative trauma. 

4 patients developed contralateral 3rd-nerve lesions, 
due probably to forcing the wax through the lateral wall 
of the fossa. We have learnt to avoid this complication. 
All the patients have developed diabetes insipidus and 
require intramuscular pitressin tannate (1 ml. of an oily 
solution containing 5 pressor units) every two days. 


Endocrinological. Assessment of Pituitary Function 

Thyroid function was assessed preoperatively in all the 
patients and a month postoperatively in those who were 
well enough (17). The neck uptake fell below 10% and 
the T index of urinary excretion ° fell to a myxcedematous 
level (below 2:8) in all. 

Gonadotrophins were estimated in the urine at the 
same time by the method of Butt.* A month after the 
operation they were absent in 8 of 9 patients in whom the 
results are available. 

’ The vaginal cytology was examined similarly: 18 showed 
evidence of cestrogen activity before operation, and only 
1 of 19 a month after. 


Necropsy Findings 

3 of the 5 patients who died within 5 days of the 
operation came to necropsy. In 1 the fossa was empty, 
and in 2 there were small fragments of pituitary tissue. 
In 1 patient who died two weeks after the operation a very 
thin subcapsular rim of apparently viable cells, deep to 
much necrotic tissue, was seen. The full effects of 
irradiation would not be apparent at this time. In 1 patient 
who died twelve weeks after the operation very small 
islands of apparently viable cells were found within a 
nodule of fibrous tissue. 





8. Fraser, R., Hobson, Q. J. G., Arnott, D. G., Emery, E. W. Quart. J. 
Med. 1953, 22, 99. 
9. Butt, W. R. ¥. Endocrin. 1956, 13, 167 
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DISCUSSION 

Our main purpose was to find a method by which the 
pituitary gland can be destroyed completely in all (or 
nearly all) cases. Evidence of complete destruction 
depends in the last resort on careful examination of the 
pituitary fossa post mortem. This evidence is hard to 
obtain, because most of these patients subsequently die 
at home. Endocrine. tests provide partial information 
only. We are supplementing those which we have already 
used with other methods, including estimations of 
cestrogens in the urine. 

It may be that an optimal therapeutic effect can be 
obtained by partial destruction of the pituitary gland and 
that elaborate measures to destroy it completely are 
unnecessary. This will not be decided until large parallel 
series of cases are available for comparison. The pro- 
portion of patients in our series who show objective evi- 
dence of remission after operation is higher than that in 
previously published series. This may indicate that the 
degree of destruction of the pituitary gland influences 
the result, and that the method which we are using is 
more effective than either surgery or irradiation alone. 
The remissions have been striking, and the* patients 
have seemed to improve in every way. 

The observation that those with blood-borne metas- 
tases respond to operation, whereas those with local 
disease alone do not, may be significant. It is dangerous 
to draw conclusions from such small numbers, particu- 
larly since it is never possible to exclude for certain the 
presence of distant metastases. Nevertheless, if we take 
the figures at their face value, the probability of such 
a difference being due to chance is 1:285*. 

Another difference which we have observed may be 
relevant. Those with blood-borne metastases have 
depressed thyroid function preoperatively, whereas those 
with local disease alone have normal function.'° 


SUMMARY 

A method is described for attempting to destroy the 
pituitary gland completely by surgical hypophysectomy 
followed by intrasellar irradiation with yttrium-90 oxide 
in wax. 

Of 25 patients with advanced mammary carcinoma so 
treated 20 survived operation and 16-.were greatly 
improved. 

We wish to thank Dr. W. T. E. McCaughey, of the department 
of pathology in Queen’s University, for the necropsy findings; Dr. 
A. R. Thompson, of the isotope division, Atomic Energy Research 
Establishment, for his great help and cooperation in preparing the 
yttrium wax mixture; Prof. G. M. Bull for the use of counting 
apparatus; house-surgeons and nurses, particularly Sister F. M. 
Donaldson, for their help; Miss L. Irwin for radiographs; Mr. H. 
O. Nevin and his staff for technical assistance; and the Northern 
Ireland Hospitals Authority and the Royal Victoria Hospital manage- 
ment committee for financial help. 
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10. Edelstyn, G. A., Lyons, A. R., Welbourn, R. B. Lancet, 1958 (in the 
press). 
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AN IMPROVED STETHOSCOPE 


THE great variety in design of stethoscopes on the market 
indicates a remarkable diversity of opinion on their relative 
merits. Research on the efficiency of the simple acoustic 
stethoscope has been backward and the application of the 
scanty information available has been slow. 


Rappaport and Sprague ' have pointed out that the volume 
of air in the system should be kept to a minimum. The tubing 
should be as short as is practicable, and the optimum bore is 
1/,in. It follows that the chestpiece should be shallow, though 
not so shallow that it is blocked by the bulging of flesh into the 
bell. The superiority of the bell for the low frequencies and 
the diaphragm for the high (by filtering out the low frequencies) 
has led to the general adoption of a stethoscope incorporating 
both chestpieces. The principle that the larger the chestpiece 
the greater the volume of sound picked up by the stethoscope 
has been applied to the diaphragm chestpiece, which usually 
measures 1'/, in. in diameter, but not to the bell, which tends to 
remain small. The relative low sensitivity of the small bell has 
led to the wider use of the large diaphragm chestpiece, par- 
ticularly when fitted with a thin diaphragm (or no diaphragm) 
allowing more of the low frequencies to pass; the advantage 
of a thick diaphragm to suppress the low frequencies, for con- 
centration on the high, is then. lost. It would be logical to 
increase the diameter of the bell up to that of the diaphragm 
chestpiece, but there is then difficulty is making good contact 





on thin bony chests and localising murmurs in children. Two 
sizes of bell may be carried but the changeover is inconvenient 
and the loose chestpiece is liable to be lost. 

This difficulty can be overcome if the outer rim of a large 
bell can be made to slide up, leaving a smaller inner bell to 
make contact with the skin. This was devised by Mr. A. M. 
Stewart, and a prototype incorporating all these principles was 
made in the workshops of St. George’s Hospital. It is now 
manufactured by Messrs. Chas. F. Thackray (Park-street, 
Leeds, 1, and 38, Welbeck-street, London, W.1). The upper 
illustration (A) shows the outer rim pushed forward to its limit 
of movement to provide a large bell, and in the lower diagram 
(B) it has been pushed back to bring the small inner bell into 
use. A simple friction device is incorporated in the outer bell 
to prevent accidental movement backward and forward. The 
bore throughout the system, including the head frame, has 
been kept to 4/, in., and the lower end of the head frame has 
been angled forwards to make it more convenient to use short 
lengths of rubber tubing (e.g., 10 in.). 

AUBREY LEATHAM 
M.B, Cantab., F.R.C.P. 


St. George’s ‘Hospital, 
London, S.W.1 





1. Rappaport, M. B., Sprague, H. B. Amer. Heart F. 1951, 42, 605. 
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Microtechniques of Clinical Chemistry for the Routine 

Laboratory 

SAMUEL NATELSON, SC.M., PH.D., chairman, department of 
biochemistry, Rockford Memorial Hospital, Rockford, Ill. 
Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1957. Pp. 484. 82s.6d. 

Most of the routine methods of clinical chemistry are micro- 
techniques in that 0-1—2-0 ml. of blood is required for the 
estimation of a compound which may be present in a concen- 
tration ranging from only 1 mg. or so to a few hundred mg. 
per 100 ml. The refinements which enable several analyses 
to be performed on the small amount of blood readily obtain- 
able from an infant’s heel extend the subject into the realm of 
ultramicroanalysis, and indeed this book evolved from a 
pamphlet with that title. 

Dr. Natelson first describes the principles of ultramicro- 
chemistry and the practical details of micromanipulation and 
accurate measurement of very small volumes, adding an 
account of their precision and accuracy. He gives useful 
descriptions of microbalances (many of which, however, are 
models obtainable only in the United States) and of a wide 
variety of procedures, mostly, but not all, modifications of 
existing techniques of clinical analysis. Special notes after 
each description draw attention to particular points and 
difficulties, and a list of the reagents required and a remarkably 
complete set of references are added. 

The methods described are good and are clearly based on 
wide experience ; they include relatively recent clinical applica- 
tions, such as the spectrophotometric determination of barbi- 
turates and of vitamin A before and after ultraviolet oxidation. 
It may surprise some to find the Folin-Wu method as well as 
that of Nelson and Somogyi for the estimation of glucose. In 
the first method; the effect of time on the intensity of colour is 
too great for satisfactory spectrophotometry. It is surprising 
too that fat is estimated on dried feces and that no indication 
is given of the importance of determining the total daily output 
of fat in the stools. 

Though some of the methods are not customarily used in 
this country (e.g., the glycerophosphate substrate method for 
phosphatase), the book gives guidance which every chemical 
pathologist and clinical chemist needs from time to time— 
namely, advice about the ways in which standard methods are 
cut down in scale and the difficulties that may arise. We hope 
enthusiasm for ultramicrotechniques will not prompt a return 
to the analysis of capillary blood samples, not all of which are 
free from hemolysis and contamination by tissue fluid; but 
provided this drawback is not forgotten the book has much to 
commend it to every department of clinical chemistry. 


Non-venereal Syphilis e 
ELitis HERNDON HUDSON, M.D., F.A.C.P., emeritus professor and 
director of health, Ohio University, Athens, Ohio. London: 
E. & S. Livingstone. 1958. Pp. 204. 30s. 

Tuts book was written in the hope that it would interest 
readers ranging from specialists in syphilis to lay health 
workers and sociologists. To achieve his object Professor 
Hudson has been forced to adopt the style of a popular digest, 
but this should discourage no-one, not even the expert 
venereologist. He is predominantly concerned with his experi- 
ences of bejel, a non-venereal syphilis endemic in some areas 
of Iraq. In addition, he puts forward much evidence in support 
of the view that venereal syphilis, bejel, yaws, pinta, and 
endemic syphilis are different clinical entities all of which are 
caused by the same organism, Treponema pallidum. For this 
group of diseases he uses the term “ treponematosis ” and 
shows how climatic and sociological factors are largely respons- 
ible for the clinical manifestations of the disease. The full 
description of bejel and its relationship to franji (the local 
Iraqi name for venereally acquired syphilis) contains 78 excellent 
and informative photographs of various lesions of bejel. The 
serology and microscopic and experimental pathology of the 


disease are dealt with briefly and the book ends with the treat- 
ment used in the pre-antibiotic era. 

This readable and thought-provoking monograph should be 
studied by all who are interested in treponemal diseases. 


Biochemical Contributions to Endocrinology 
Experiments in Hormonal Research. Sir CHARLES DopDs, M.D., 
F.R.C.P., F.R.S. Stanford, California: Stanford University Press. 
London: Oxford University Press. 1957. Pp. 76. 18s. 

TuesE five lectures given by Sir Charles Dodds at Stanford 
University, California, in 1956 describe work which he and his 
colleagues of the Courtauld Institute have initiated or been 
connected with during the past thirty years or so. The account 
of the discovery of stilbcestrol cannot fail to be exciting, and 
it makes the rest of the book seem a little pedestrian. The 
book suffers from the fact that it had to be divided into five 
lectures of set length; and one rather disconcerting result is 
that the chapter entitled Agricultural Applications of Syn- 
thetic Gistrogens contains a detailed account of the discovery 
of the adrenal cortical hormones. This section seems in 
error at one point when it states that Swingle and Pfiffiner 
prepared their classical adrenal extract in Great Britain. 
Other topics discussed are the polynitrophenols and their 
effects on oxidation, and the possible action of posterior 
pituitary hormones on gastric secretion. A final chapter 
describes the discovery of aldosterone. 

The many admirers of Sir Charles’ work will be glad to 
have this compact synopsis. 


Annual Review of Microbiology 
Vol. x1. Editors: C. E. Cirrron, S. RAFret, and R. Y. STANIER. 
Palo Alto, California: Annual Reviews. 1957. Pp. 536. $7.50. 
THE number of review articles continues to increase at a 
nearly logarithmic rate, and more and more research-workers 
derive great benefit from writing reviews of their current 
subject of investigation. The reading public for reviews, 
however, may shrink gradually unless the editors are strict in 
their choice of subject. The eleventh volume of the micro- 
biology review has been well chosen and will appeal to a 
great many readers. It ranges widely from colicins and virus 
diseases of animals and plants through various aspects of 
bacterial metabolism to bacterial and protozoal genetics and 
homograft reactions. 





Instrument Encyclopedia (London: Herbert Publishing 
Co. 1958. Pp. 292. 63s.).—In consultation with Mr. A. 
Linford, Mr. E. W. Battey, editor of Instrument Review, has 
compiled a concise means of reference to the materials used 
and produced in the instrument and allied industries. There 
is a glossary of definitions and terms in common use in instru- 
ment technology, an alphabetical list of manufacturers, a geo- 
graphical list of overseas agents, and a buyers’ guide. This 
guide is classified according to branch of technology; thus, the 
section entitled ‘‘ Laboratory—medical—research ” contains 
an alphabetical list of instruments (from absorptiometers to 
zoology laboratory apparatus), each entry giving the names of 
manufacturers supplying it. The book ends with an alpha- 
betical list of trade names, giving the supplier of each item. 
The medical interest of the book is limited but it may be of use 
in laboratories to whose who wish to know the supplier of an 
instrument they need. 


Modern Treatment Year Book (London: Bailliére, 
Tindall, & Cox. 1958. Pp. 307. 27s. 6d.).—Sir Cecil Wakeley 
has assembled 31 articles, designed for the farhily doctor, on 
current practice in common conditions in all branches of 
medicine. Notes on basic science and diagnosis are included 
in appropriate places. The teaching is practical and some- 
times iconoclastic; thus, Mr. W. P. Greening says: “‘ There is 
only one clinical finding in breast cancer: the presence of a 
lump in or near the breast,” and Mr. Philip Reading: “‘ The 
only instance where ear drops had any striking effect is 
recounted by the Ghost in Hamlet.” 
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Bed Rest, Thrombosis, and Embolism 


THE various methods of treating established post- 
operative venous thrombosis! are in a sense all con- 
fessions of failure—evidence “‘ that we have sadly missed 
the boat in our prophylactic treatment ”.? The patho- 
logical basis of the prophylactic regime was investigated 
by Gress.’ He carefully dissected the veins at necropsy 
on 253 hospital patients, whose period of confinement to 
bed before death was accurately known. This study con- 
firmed the high prevalence of clinically unsuspected 
leg-vein thrombosis ' *-’—and postmortem phlebograms 
partly explained its frequency. 

With advancing years the intramuscular veins of the 
calf, especially those of the bulky and powerful soleus, 
increase in diameter, number, and tortuosity. Esgential 
for efficient drainage when the muscle is at work, this 
venous network is functionally redundant at rest. Its 
emptying depends on muscle contraction; and at rest, 
since its delicate walls are ill suited to withstand rising 
pressure, it gradually fills and becomes distended with 
blood. Pooling is further encouraged by local currents set 
up by abrupt changes in diameter, and by the anatomical 
pattern of the vessels. Unlike the intramuscular veins of 
the gastrocnemius (which drain directly into the posterior 
tibial and peroneal trunks) the soleus veins form a series of 
vascular arcades. When the leg is horizontal and the 
muscle is relaxed, gravity promotes back-flow and stagna- 
tion in these inverted arches. 

A similarly favourable site for pooling is the confluence 
of several large veins near the upper end of the thigh. 
During muscular activity these streams, all travelling at 
different speeds, mingle and pass rapidly into the common 
femoral and external iliac vein. At rest, however, the flow 
slackens; surrounding muscles weigh heavily on the main 
channel; and tiny whirls are stirred up by the valve cusps 
guarding the venous.ostia. Possibly in certain body posi- 
tions the inguinal ligament—like the adductor opening 
lower in the thigh—adds a compressing force. 

Grsss challenges the widely held view that thigh-vein 
thrombosis arises as a direct extension from the leg.*!° 
It is true, he says, that thrombosis is usually found 
affecting both sites (more commonly the legs); but partial 
or complete obliteration of the femoral vein would in 
itself cause stagnation and lead to clotting in the peri- 
pheral column of blood. The more frequent distal local- 
isation of the symptoms and signs certainly does not 
preclude this possibility: “the presence of extensive 
thrombosis with resultant stesis of the venous return 
will result in a gradient of relative anoxia throughout the 
limb, which will be most severe in the periphery ”.* In 
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all cases where Gress found direct continuity between 
the femoral-vein and leg-vein thrombus, the clot ex- 
tended ‘along the whole length of the thigh; none was 
discovered “ in the act of propagation ”. (This mode of 
spread has been observed on phlebograms °; GIBBs’s 
findings merely suggest that it may be rare.) 

To elucidate the natural history of thromboembolism, 
it is still necessary to rely on postmortem appearances ; 
and, though this has been a battlefield of the best minds 
in pathology since VircHow,"* their interpretation 
remains as controversial as ever. GIBBS paid especial 
attention to the time-relationship of the intermediate 
stages; and he found the naked-eye picture a wholly 
unreliable guide. Microscopically the thrombus begins 
to undergo degenerative changes almost as soon as it is 
formed; and within twenty-four hours dead and dying 
white blood-cells impart to it a characteristic appearance. 
A foreign-body reaction is provoked in the adjacent vein 
wall; and signs of organisation can be detected as early as 
the fourth day. Hemosiderin particles from disintegrat- 
ing red blood-cells can be spotted before the end of the 
first fortnight: and, though. organisation may take years 
to become complete, it is well advanced after a few 
months. Examination of a large number of thrombosed 
veins showed, moreover, that organisation starts earliest 
around the valve cusps, where the thrombi are com- 
posed predominantly of white blood-cells, platelets, and 
fibrin ; and that commonly it is delayed in the nearby red 
thrombi. Since the selective deposition of the formed 
elements of the blood-stream depends mainly on the 
speed of flow, the usual explanation—that white thrombi 
represent earlier deposits—is not entirely satisfactory. 
Grpss believes that the local currents and eddies around 
the vein junctions favour the formation of a white throm- 
bus; while the slowly moving main stream tends to 
deposit red thrombi. Their different cellular composition 
determines their capacity for retraction. The unretracted 
or only partly retracted white thrombus exercises a 
powerful pull on the vein wall and may lead to its ulti- 
mate collapse during organisation. The re-formed vessel 
will then be represented by a thin fibrous cord, pierced 
by minute secondary channels; and, since the segment 
around the valve cusps is the part most commonly 
involved, this vessel is likely to prove an inadequate and 
incompetent substitute for the old one. 

The cases investigated by Grpss were both medical 
and surgical. Charted against the duration of bed rest, 
a curve representing the incidence of lower-limb throm- 
bosis begins its steep ascent within the first three days; it 
reaches its high point at two to three weeks ; and it main- 
tains a steady high level after that. The incidence of 
thigh-vein thrombosis can be traced along an approxi- 
mately parallel curve, except for a spike at four to five 
weeks’ bed rest. Pulmonary embolism was most 
commonly found in patients who died after two to three 
weeks in bed. From a detailed analysis GrsBs concludes 
that continuing bed rest is the only etiological factor 
which can account for such patterns; and he implies that 


“i. Virchow, R. Cellular Path ology. London, 1860. 

12. Zahn, F. W. Virchows Arch. 1875, 62, 81. 
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14. Hadfield, G. Ann. R. Coll. Surg. Engi. 1950, 6, 219. 
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other etiological agents are of doubtful importance. 
Yet many features of thromboembolism suggest an 
imbalance between thrombogenic and antithrombogenic 
influences in the blood itself! 417; and opinions 
about the importance of primary endothelial damage 
are still fluctuating. On the one hand the dual 
concept of phlebothrombosis and thrombophlebitis 
(enthusiastically hailed a few years ago) has failed 
to stand up to the test of the antibiotic era; and 
confirmation of VIRCHOW’s view that endothelial abnor- 
malities are rarely demonstrable in fresh thrombi has 
come from many sources. There is, on the other hand, 
growing evidence that indirect injury—such as in- 
adequate blood-flow in the vasa vasorum or denervation 
—can cause changes in the vessel wall which lead to the 
deposition of minute platelet thrombi along its inter- 
cellular cement lines.'* 1° Clinically the close relation- 
ship between gross trauma and thrombosis remains to be 
clarified.” 

Leg-vein thrombosis, unpleasant though its local after- 
effects can be, would hardly warrant so much argument 
were it not for its one formidable complication—pul- 
monary embolism. It is now realised that some patients 
survive even massive embolism; while others are killed 
by relatively small emboli which spread locally, precipi- 
tate circulatory disturbances, or predispose to infection. 
(A few patients succumb many years later to chronic cor 
pulmonale.®) Grpps contends that the majority of pul- 
monary emboli arise not from the calf veins but from 
primary thromboses in the femoral vein. Arguments for 
this thesis are the frequent coexistence of femoral-vein 
thrombosis and pulmonary embolism, their suggestive 
time-relationship, and the strikingly close “‘ femoral fit ” 
of many pulmonary clots. A more circumstantial piece of 
evidence is the notoriously high incidence of thrombo- 
embolism after pelvic operations. GrBBs believes that 
hip flexion, which these operations frequently entail, 
distorts the femoral vein in the groin and promotes 
venous stasis and thrombosis. The greatest weakness of 
all such theories (as Grpps himself emphasises) is their 
foundation on postmortem studies. Leg-vein thrombo- 
sis is not an agonal process; the postmortem picture 
gives little indication of the mode and time of detach- 
ment of an embolus; and even an unselected necropsy 
series represents a small, highly selected, and perhaps 
atypical, group of patients. 

We cannot, in fact, expect to define the mechanism of 
thromboembolism until we can study it in greater detail 
during life; and this we cannot do. without greater 
accuracy in diagnosis. Even the most watchful observer 
may either miss three out of four cases of thrombosis or 
(if he is thrombosis-minded) mistakenly diagnose three 
for every real one. This clinical uncertainty underlies 
the need for regarding all bed patients as potential cases 
of thrombosis and for treating them all prophylactically. 
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Every thoughtful surgeon will endorse RIVLIN’s 
warning * that prevention of venous stasis, which is at 
present our only effective therapeutic weapon, is not neces- 
sarily effected by early ambulation alone. Confronted 
with the alarming complexity of human disease, the 
modern surgeon is as prone to fetishism as his cave- 
dwelling ancestor; and “ getting the patient out of bed ” 
is rapidly becoming one of his favourite totem-poles. 
The analogy of joint movements springs to mind: the 
old lady in the Colles plaster, ineffectually wiggling her 
swollen fingers, is as pathetic a sight as the old gentleman 
shuffling around his bed the day after his prostatectomy. 
* Movement ”’, like “‘ ambulation”, can mean anything; 
and it is often left to the patient to interpret them. This 
is the more unfortunate since many advances in surgical 
and ancillary techniques carry the penalty of an increas- 
ing likelihood of postoperative complications, and par- 
ticularly of leg-vein thrombosis. Advanced years, a long 
time spent on the operating-table, artificial slowing of 
the circulation, and complete muscle relaxation are some 
of the thrombogenic influences which must be offset by 
attention to the prophylactic routine. The apparatus 
suggested by OWEN WILLIAMS”! is a useful aid; but 
it is not intended to be the whole answer. The ritual must 
begin the moment the patient is put to bed on admission 
(without his sheets tucked tightly under the mattress); 
it must follow him on his stretcher journey to the 
theatre; it must protect him as he floats limply between 
stretcher and the operating-table; it must inspire the 
hand which temporarily deprives him of his muscle- 
power; and it must guard over him as (hour after hour) 
he lies acrobatically suspended in poles, hooks, and 
slings. Its arch-priest may not rest content until he has 
earned the accolade of fusspot. 


Auto-antibodies 


It has long been believed that the individual 
organism does not form antibodies against its own 
antigens. This ability to distinguish the native from the 
foreign has not been fully explained; but BurNet’s * 
hypothesis of the self-marker helps to create a clearer 
mental picture. BURNET has suggested that in any 
individual the antigens carry a self-marker by which 
they are recognised and hence ignored by the antibody- 
forming cells. Derangement of this mechanism could 
be expected to result in the production of auto-anti- 
bodies; and it is hard to understand the widespread 
reluctance to acknowledge that auto-antibodies may 
be formed and that they may have a pathogenic role. 

Recent work has considerably weakened the doubters’ 
case. Studies of the autohemolytic anemias ** and of the 
anti-thyroid antibodies in Hashimoto’s disease ** have 
clearly shown not only that auto-antibodies develop 
in man but also that their presence can be associated 
with a disease-process involving the antigenic organ 
concerned. Experimental support has not been lacking ; 


21. Owen Williams, G.-E. Lancet, , Jan. “18, 1958, p. 166. 
22. oot, F. M., Fenner, F. The Production of Antibodies. Melbourne, 
949. 


23. Suis J. V. The Hemolytic Anemias. London, 1954. 
24. Riott, I. M., Doniach, D., Campbell, P. N., Hudson, R. V. Lancet, 
1956, ii, 820. See also ibid. 1957, i, 1075. 

















1 MARCH 1958 


ANNOTATIONS 





467 





and such conditions as allergic encephalomyelitis 
or thyroiditis * produced by injecting an emulsion of 
the appropriate organ with adjuvants are almost 
certainly the result of an auto-immunological reaction. 
The link between auto-antibodies and disease is most 
clearly evident in the “collagen” diseases. Thus 
both the Rose-Waaler factor, which is responsible for 
positivity in the sheep-cell agglutination test for 
rheumatoid arthritis,2? and the serum factor in dis- 
seminated lupus erythematosus, which is responsible 
for the L.£. cell phenomenon,” have many of the 
characters of auto-antibodies. Moreover, it is in this 
group of diseases that GajDUSEK ** found the highest 
incidence of a serum factor capable of fixing comple- 
ment in the presence of extracts of various organs, 
notably the liver and kidney. 

In a series of 496 patients whose sera were studied for 
the presence of auto-immune complement-fixing 
(A.1.C.F.) antibodies, GayjpuseK found a significant 
number of positive sera in four groups—namely, those 
with liver disease, “collagen” disease, paraprotein- 
zmias, and miscellaneous unrelated diseases. High 
titres (exceeding 1 in 1000) were found only in infective 
hepatitis, primary biliary cirrhosis, disseminated lupus, 
and macroglobulinemia. A remarkable feature of this 
A.LC.F. antibody reaction is its lack of either organ 
or species specificity. Thus, though there was some 
variation in the titre of any one serum with the various 
organ extracts used, this was relatively slight, and the 
titres with rat-organ extracts did not fall significantly 
below those with the corresponding human organs. 
A similar lack of species specificity is shown by the 
serological factors underlying the L.E.-cell test of dis- 
seminated lupus’ and the sheep-cell agglutination 
test of rheumatoid arthritis. Apparently in each of 
these three examples the antigenic structure against 
which the serological factor is, directed is common to a 
wide range of animal tissues and species. 

Little, if anything, is known of the way in which such 
antigens excite an-auto-antibody response, or, alter- 
natively, why such a response is not universal. Three 
hypotheses seem worth considering: firstly, that in 
normal animals the antigen has not access to the cells 
that form antibody; secondly, that in the native state 
antigenicity is lacking, antigenicity requiring some 
alteration brought about by toxic or enzymatic action; 
and thirdly, that the reacting agents (in GAJDUSEK’s 
tissue extracts, for example) are not complete antigens 
but only haptens, capable of reacting with antibody 
but unable to stimulate its production until linked to 
an exogenous protein to which they impart their own 
immunological specificity. 

The frequency with which GajpusEK found positive 
reactions in patients with hepatitis is of the greatest 
interest. The extreme unpredictability of the course of 
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this disease is well known. Can it be that auto-immune 
reactions play a role in the development of chronicity ? 
The very high proportion of positive reactors in the 
group with chronic active hepatitis suggests that this 
may be so. But the alternative question must not be 
overlooked—namely, is the damaged liver with its mass 
of Kupffer cells especially sensitive to auto-antigenic 
stimulation ? An attempt to correlate the clinical status 
of the patient with the A.1.c.F. antibody titre failed to 
establish anything significant. For example, a patient 
with disseminated lupus may have a high A.1.c.F. 
antibody titre with kidney antigen in the complete 
absence of renal involvement, or a low titre with renal 
involvement. This is by no means surprising. With 
the possible exception of auto-hemolytic anzmia, 
none of the natural or experimental diseases attribut- 
able to auto-immune reactions show any correlation 
between the amount of circulating antibody and the 
severity of the disease. Possibly the circulating anti- 
body is to be regarded as an epiphenomenon, the lesions 
themselves resulting from cell-fixed antibody such as is 
responsible for tuberculin sensitivity or homograft 
immunity. 





Annotations 





AN UNIDENTIFIED ILLNESS 


Towarps the end of January there was a brisk increase 
in the demand for children’s beds in London hospitals: 
an outbreak of an acute and often alarming respiratory 
illness in young children was responsible. A similar 
wave appeared about the same time in Birmingham. No 
connection has been established between this disease and 
any type of influenza virus and the cause has not yet been 
identified. Laboratory investigations are proceeding. It 
seems likely that the infection (if such it is) is the same 
as that which appeared in London, Liverpool, Manches- 
ter, and elsewhere in 1953 and which defeated efforts to 
identify it. ? 

On p. 482 we give details of experiences in the past few 
weeks at the Princess Louise Kensington Hospital for 
Children where 104 children were admitted with this 
“ acute respiratory disease ” between Jan. 20 and Feb. 19. 
In a typical case, after a few days with a “ cold,” the child 
began to have difficulty in breathing, he might be pale, 
shocked, and cyanosed, and a white frothy secretion in the 
mouth and pharynx needed frequent aspiration. From 
this seemingly grave state he could usually be rescued by 
oxygen and careful nursing, and the number of deaths 
has been small. Chest radiographs taken after the acute 
phase had passed showed collapse or consolidation in 
upper and lower zones, but these lesions seem to be 
shortlived. The severity of the illness justified the giving 
of antibiotics to all the children admitted to the Princess 
Louise, but it seems doubtful whether they hastened 
recovery from the primary illness. 

In its mild forms this condition is unlikely to attract 
much attention, and in the absence of unusual respiratory 
distress they may not be regarded as anything out of the 
ordinary. The disease may be widespread and unrecog- 
1. Ministry of Health: Annual Report of the Chief Medical Officer, 1953; 
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nised in this country at present and it may have been so 
for some time past. The investigation of an illness so 
hard to label is particularly arduous during a winter when 
the respiratory complications of influenza (described this 
week in an article by Dr. Grant and his colleagues on 
p. 449) are much in evidence. 


PERINATAL MORTALITY 


Every year in England, Scotland, and Wales about 
18,300 babies are stillborn and a further 11,500 die in the 
first week of life. This figure of 30,000 perinatal deaths 
does not improve much; and three years ago the National 
Birthday Trust Fund set up a committee to investigate. 
Valuable information could, their committee thought, be 
obtained from a nation-wide survey in which, over a 
certain period, every mother, midwife, and doctor con- 
cerned with a live birth or a perinatal death would take 
part. A questionary was accordingly prepared (with due 
regard to the fact that it will yield more accurate 
information on social and administrative features than on 
clinical ones); and this was pruned, improved, and then 
tested in two pilot surveys—in Nottingham and in parts of 
south-west England. The final version, as approved by the 
committee—which represents obstetricians, pediatricians, 
practitioners, statisticians, pathologists, public-health 
officers, Ministry representatives, midwives, and nurses— 
has been kept as short and simple as possible, but in- 
evitably it will mean extra work. This will fall especially 
on the midwives, who are asked to fill in the first part by 
** interviewing ” the mother, usually on the day of the 
birth, and will fill in other details during the puerperium, 
with the help of doctors when necessary. Only by includ- 
ing social conditions, past obstetric history, booking 
arrangements, antenatal care, methods of delivery, and 
the circumstances and pathology of the perinatal deaths 
can a full picture be provided. 

A questionary will, it is hoped, be filled up for every 
birth in England, Scotland, and Wales between March 3 
and March 9. During this period there are likely to be 
about 13,500 live births and 500 perinatal deaths—the 
latter being defined, for present purposes, as stillbirths 
and deaths in the twenty-eight days following delivery. 
But to ascertain satisfactorily the features associated with 
perinatal. death and to compare these features with those 
found in 13,500 survivors, 6000 cases are required. 
Accordingly, all perinatal deaths in March, April, and 
May will be followed up by the questionary. Further- 
more, it has been decided that for special histological and 
virus studies 2000 postmortem examinations in cases of 
perinatal death during March shall be conducted in 
regional centres. The committee is grateful both to those 
pathologists who have agreed to do this extra work and 
also to those others who are handing on material that 
might have been interesting to themselves. 

It says much for the organisation, and for the spirit of 
cooperation in this matter, that nearly all authorities 
contacted—local health authorities, regional boards, 
teaching hospitals, pathologists, and coroners—have 
agreed to join in the task. The fact that the inquiry is on 
a national scale does not mean that it takes the place of the 
valuable local researches already in progress. But the 
addition of fresh data from large numbers of people may 
make it possible to see more clearly the directions most 
likely to lead to a reduction of perinatal mortality—a 
reduction comparable, we may hope, to what has already 
been achieved in maternal mortality. 


RESCUE FROM THE AIR 


Few of us bother to raise our eyes towards a passing 
plane, but the helicopter is still an attractive curiosity. 
Its unrealistic appearance, a clownlike element, a hint 
of flying saucers, may partly explain why we do not take 
helicopters as seriously as we should. Outside the genius 
of our aircraft industry and the Services, as an island 
race we seem quaintly slow to become airminded. 


On another page of this issue Flight-Lieutenant 
Edwards describes some of the rescue techniques used 
with the Bristol Sycamore helicopter. This aircraft 
offers much better opportunities for medical transport 
than the earlier types, where it was not always possible 
to stow the whole of the patient inside the cabin. (It 
is not given to many of us to retain much peace of mind 
while slung in the slipstream.) Both the Royal Air Force 
and the Royal Navy have built up a fine standard of 
efficiency with their helicopters. Each year adds to their 
roll of achievement in lifesaving and the relief of suffering 
for Servicemen and civilians alike. This valuable service 
has been developed in some areas to be an integral part 
of the local distress plan. For example, a North Wales 
newspaper published an advertisement! inviting the 
general public to telephone R.A.F. Station Valley, 
Anglesey, for helicopter help in searching for lost children, 
evacuating ill people from difficult places, rescuing 
climbers, swimmers, and shipwrecked sailors, and saving 
those cut off by the rising tide. Ten minutes’ readiness, 
11/,-miles-per-minute flight to any scene within 35 miles’ 
radius, cheerful acceptance of false alarms if the mistake 
is genuine—that is Service indeed. No doubt similar 
offers are made from R.N., R.A.F., and U.S.A.F. stations 
elsewhere. 

Westland Dragonflies, Whirlwinds, and Widgeons and 
Bristol Sycamores have pioneered aerial rescue work 
around our British coasts. The American Forces have 
also helped with their Service helicopters in various 
emergencies—notably the wreck of the Goodwins light- 
ship. For high-altitude work in the Alps special patterns 
have been evolved, such as the Sikorsky models and the 
French turbo Alouette; and the use of both was illus- 
trated dramatically in the Mont Blanc tragedy a year ago.* 


It would be unwise to be too starry-eyed about heli- 
copters. They have their limitations. Night flying 
can be tricky if not actually dangerous. The helicopter 
can hedge-hop below the cloud base where conventional 
aircraft would be useless, and in sea rescues the SARAH 
radio homing device on dinghies or Mae Wests helps to 
pinpoint the casualty. But flying in winds over 45 knots 
is difficult; and work in the mountains, apart from 
problems arising from altitude rarification, introduces the 
hazards of vertical air currents and eddies. A lot depends 
on good ground-to-air communication. Helicopters 
fitted with v.H.F. radio cannot talk direct to most ships. 
Some of the Royal National Lifeboat Institution craft 
have been fitted with v.H.F. sets, but otherwise messages 
may have to pass along a chain of G.P.O. coast radio 
stations, coastguards, landlines, and flying-control stations 
with chances of delay and distortion. Direct visual 
communication with Aldis lamps and the like is often 
not possible in civilian accidents. Some of the most 
vital messages may be the minute-by-minute orders on 
the spot. We seem to have a lot to learn. 
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We still tend to think of the helicopter finishing its 
job when the patient has been delivered to the waiting 
ambulance on the shore or at the airfield. Surely we 
should think much faster, and see that a helicopter land- 
ing-site is arranged alongside every major hospital. 
Various Cornish hospitals were reported to be doing this,° 
and no doubt there are others in the country besides 
those mentioned by Dr. Edwards. The time cannot be 
far off for a landing-ground to be a “ must ” for the self- 
respect of every management committee. 

Rescue by helicopter calls for knowledgeable coopera- 
tion by the rescued; people need to know something 
about the drill if they are to be prevented from chopping 
their heads off on tail rotors, falling out of strops, burning 
themselves on exhausts, capsizing their sailing-boat 
under the down-draught, and entangling the rescue cable 
in their backstays. Such avoidable misadventures not 
only add to the difficulties of rescue but further imperil 
the lives of the aircrew. There are notes for sailors ‘ in 
areas where helicopters operate, but it seems that more 
widespread guidance might help. Recent television 
programmes have included helicopter mock rescues as 
an entertainment feature, and there may be scope in this 
medium for a more educational approach. We never 
know when we may be thankful for help from the skies. 

The Armed Services are the main source of helicopter 
help in Britain, but many other countries have developed 
aerial aid by civilian enterprise. La Garde Aerienne 
Suisse de Sauvetage (G.A.S.S.), set up in Zurich in 1952, 
is supported by voluntary effort. G.A.S.S. offers to help 
in air accidents, avalanches, landslides, and floods, as 
well as sailing and road accidents. It is essentially an 
auxiliary service to be called out by the normal rescue 
authorities. It can provide planes, helicopters, and 
parachute teams who are all trained volunteers. Blood- 
transfusion can be brought direct to the patient, and 
even search dogs can be flown in. G.A.S.S. already has a 
fine record of achievement, ranging from the simple 
airlift of a seriously injured woodcutter between a remote 
hillside and hospital, within six minutes, to the evacuation 
of the victims from the tragic avalanches at Vorarlberg in 
Austria. The United States called on help from G.A.S.S. 
when two airliners collided in 1956 over the Grand 
Canyon, falling in a most inaccessible place. Aerial 
rescue is assuming an increasingly important role in 
many other countries. Soon it will be almost world-wide. 

CLINICAL GERIATRICS 

THERE are probably no diseases peculiar to old age, but 
the care of elderly people is associated with special 
problems, some of which have been reviewed by Ander- 
son.* For instance, in the aged, history-taking is liable to 
be more difficult, and symptoms and signs less obvious, 
than in younger patients. A fractured femur may cause 
only slight weakness in the affected limb after a fall; 
cardiac infarction may result in only a little breathlessness 
or faintness; and acute appendicitis may lurk behind 
mild abdominal pain. 

Mental confusion is an alarming symptom which 
usually precipitates a domestic crisis. Where the onset 
is sudden it is often symptomatic of some acute physical 
disturbance such as pneumonia, urinary infection, 
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cardiac infarction, a cerebrovascular accident, or dehydra- 
tion. Sometimes it is due to a change of environment, 
and occasionally to drugs—especially bromides, hyoscine, 
and barbiturates. Nocturnal restlessness and wandering 
are commonly due to reversal of sleep rhythm, and the 
more active an old person can be kept in the day time the 
better is his chance of a quiet night. 

Urinary and fecal incontinence is a distressing problem 
in the home and a common cause of admission to hos- 
pital. Incontinence of urine is sometimes due to a 
remediable local cause such as cystitis, prolapse, or 
prostatism, and sometimes to a central cause such as 
cerebral thrombosis or an emotional upset. The polyuria 
of diabetes and chronic nephritis may also cause incon- 
tinence. The trouble is always worse in patients con- 
fined to bed, and is sometimes cured by getting the 
patient up. Fecal incontinence is less common and more 
distressing, but fortunately more remediable. It is often 
due to fecal impaction, aggravated by apathy and bed- 
fastness. Impaction of feces in the rectum is potentially 
fatal, and it is often unrecognised. It may present as 
rectal discomfort, as abdominal pain with vomiting, as 
feecal incontinence, or as diarrhcea: constipation is 
seldom absolute. The diagnosis is readily made by rectal 
examination; and repeated enemas, sometimes after 
initial manual removal, relieve the condition. - 

Hemiplegia due to cerebral thrombosis is one of the 
commonest geriatric problems; but the extent to which 
most hemiplegics can be reabled needs to be more widely 
known. Early passive movement followed by bed-end 
exercisés and walking between parallel bars or with a 
walking machine are the foundation of treatment. A 
toe-spring or calliper with a heel-stop is a useful aid to 
prevent foot-drop. All this contributes to the main- 
tenance of activity, which is a fundamental principle of 
geriatric care. ‘“‘ The successful doctor and nurse of the 
elderly are those who help their patients to die with their 
boots on.””’ 

DIAGNOSIS OF BRONCHIECTASIS 

THE anatomical extent of bronchiectasis can be accur- 
ately assessed in life only by bronchography, and the 
usefulness of this investigation has increased with the 
introduction in the past few years of new contrast media 
that are rapidly cleared from the lungs. Opinion is less 
unanimous about the diagnostic value of a plain chest 
film. In 112 patients in whom the diagnosis was estab- 
lished bronchographically Gudbjerg* found that only 
7% had completely normal plain films. 31% showed 
lobar collapse, unquestionably the most suggestive sign; 
43% showed honeycombing; and no less than 85% 
showed increased lung markings. This last figure must 
be treated with reserve because in the assessment of 
increased lung markings the subjective factor is immensely 
strong, particularly when the observer knows beforehand 
that the patient has proven bronchiectasis; but few will 
dispute Gudbjerg’s conclusion that a normal plain film 
is on occasion compatible with severe bronchiectasis. 
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HELICOPTER RESCUE SERVICE 


A. G. EDWARDS 
M.B. Lpool 
FLIGHT-LIEUTENANT, R.A.F. 


SINCE rescue and transport of patients by helicopter 
has come to the fore in recent years, an account on the 
rescue service from the medical viewpoint may be inter- 
esting and of instructional value. 

Helicopters were of much value in the removal of 
casualties from the jungle during the Malayan and Kor- 
ean campaigns and from behind the lines where airfields 
were impracticable, and we are constantly reading in the 
daily press of their application in one form or another. 

There are several types of helicopter design, but basic- 
ally all helicopters consist of a cabin with a large hori- 
zontal rotor above and a small vertical tail rotor at the 
rear. Briefly, the horizontal rotor of variable pitch gives 
the lift to the aircraft in proportion to the amount of air 
passing through its disc. The plane of the disc can be 
altered to permit forward, backward, and sideways motion. 
The tail rotor, also of variable pitch and operated by foot 
pedals, is used as a rudder (if the natural effect of the 
torque is allowed to take place, this enables a turn to the 
left to be made, whereas overcorrection enables a turn 
to the right to be made). This account applies particu- 
larly to the Bristol Sycamore Mk XIV. 

The Bristol Sycamore (fig. 1) can carry five persons— 
pilot, navigator, and either three passengers or one 





Fig. 1—Bristol Sycamore. 


stretcher patient. The cubic capacity of the space avail- 
able for a stretcher and attendant is no more than about 
65 cubic feet. It was decided that, on all occasions where 
rescue of aircrew from the sea is concerned, the medical 
officer will not go with the helicopter, because this 
reduces performance with increase of weight. (There- 
fore all aircrew were instructed in first-aid and later 
passed the examination for the St. John Ambulance 
Association adult certificate.) The patient will then be 
flown to the nearest hospital landing-field, of which 
several are in preparation (see below). 


Equipment 

The equipment carried by the helicopter is as follows: 

(1) One Neil Robertson stretcher (fig. 2).—The main advan- 
tage of this stretcher is that it is light and provides excellent 
splintage for legs (below thigh) and chest. The disadvantages 
are (a) slight spinal flexion when being carried by the stretcher 


bearers (there is slight extension on winching), (6) difficulty in 
including injured arms within their retaining strap, (c) pres- 
sure on the arms by lifting-cables, and (d) the stretcher and 
patient are not buoyant and if the cable parted when the 
stretcher was being lifted—e.g., off a lifeboat at sea—the 
patient would be lost. Also the patient must of necessity feel 
extremely anxious about the whole precedure because his arms 
are bound by the retaining strap. For these reasons two 
modifications are being prepared for trial: (a) the arrangement 
of a quick-release system for the arm-strap, which can be 





Fig. 2—Neil Robertson stretcher. 


operated by the conscious patient and is based on the rip-cord 
principle; (6) buoyancy chambers surrounding the stretcher 
and operated by a static line from the lifeboat to two carbon- 
dioxide cylinders. The static line is to be 100 ft. long and 
could be used for towing the patient back to the boat. Although 
this form of rescue is purely lifesaving, the ideal is constantly 
borne in mind. 

(2) One Bristol stretcher.—This is a light collapsible stretcher 
of tubular ‘ Duralumin ’. It is used instead of the Neil Robertson 
stretcher where a patient is loaded into the aircraft while ou 
the ground. This lessens any discomfort to the patient. 
Where there is no need for a 
medical attendant, a second 
stretcher can be stacked 
above the first, both stret- 
chers being held in position 
by retaining bolts. 

(3) One electric blanket.— 
This is quilted and insu- 
lated so that a person in 
wet clothing can be com- 
pletely covered without risk 
of electrocution. To reduce 
the risk of electrocution 
still further, the blanket is 
switched on during the 
time it takes for the aircraft 
to reach its destination, 
and switched off before the 
rescued person is put into 
it. This also obviates the 
risk of overheating a 
shocked patient, and this 
point has been emphasised 
to the aircrew with whom 
I have had contact, so 
that they might attend 
the patient with this point 
in mind. 

(4) A single strop designed by No. 275 Squadron (fig. 3). 

(5) A single strop designed by the Bristol Aircraft Company 
for the carriage of persons of different circumferences. At one 
end of this strop are four metal links, and a clip hook at the 
other end enables a loop to be made when passed around the 
chest of the rescued (see below). 


Fig. 3—Strop designed by No. 275 
Squadron, R.A.F. 
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Fig. 4—Bosun’s chair in operation. 


(6) A bosun’s chair made of stiff canvas and fitted with a 
quick-release mechanism (fig. 4). 

(7) A winch.—This is a steel cable about 70 ft. long, cap- 
able of carrying 400 lb. The cable used during an operation 
is not usually more than 30-40 ft. long. 

(8) A SARAH screen for the reception of impulses from the 
small transmitting SARAH in the aircrews’ “‘Mae West”, 
thereby facilitating greatly the location of persons in the sea. 
(SARAH = Search And Rescue And Homing). 

(9) Oxygen.—This is still the subject of experiments. At 
present it consists of a 72-gallon oxygen bottle, with a Mk 7 
valve fitted with a reducing valve and flow meter (fig. 5), to 
be attached to the aircraft and lowered if required. For 
immediate therapy the medical officer is also equipped with 
oxygen (see below). 

Winching 

Outside the aircraft on its starboard (right) side, just 
behind and above the entrance aperture, is the winch, 
by which the patient is lifted. If the patient is capable 
of being lifted alone, a single strop like that designed by 
No. 275 Squadron is lowered. Right arm, head, and left 
arm are inserted into the loop in that order so that the 
strop passes round the back of the chest under the arm- 
pits, and then the toggle is drawn to the chest, thus secur- 
ing the patient. Should the patient be incapable or dead, 
the navigator, wearing an immersion suit (a strong rub- 
berised suit with neck and wrist seals), is lowered in 
a bosun’s chair. He has a long “ intercom ” lead enabling 
him to keep in contact with the pilot, who operates the 
winch and can be informed of changes in position. 
Attached to the winch hook is one end of the Bristol strop, 





Fig. 5—Oxygen bottle (72 gallons) with reducing valve and flow 
meter for lowering alone from helicopter. 


the other end being passed round the patient by the 
navigator. The hook is clipped to the appropriate link, 
and the signal to lift is given. Having ascended to the 
aircraft the navigator disengages himself from the winch 
(quick-release box), attaches himself to the aircraft by 
the safety-belt, and swings the patient inboard. 

When the pilot is directly above the patient his view is 
obstructed by the fuselage of the aircraft; hence the 
necessity of the long “‘ intercom ” lead enabling the pilot 
to keep in contact with the navigator. ‘A two-mirror sys- 
tem has been fitted which enables the pilot to see the 
winching process; but, since the mirrors are convex, the 
object appears very small and it calls for further concen- 
tration by the pilot, who already has plenty to cope with. 

Practice at being winched, both dry and wet, is given 
to all aircrew, and the medical officer is also taught the 
modus operandi of the winch. 

The winching of a patient on a Neil Robertson stretcher 
is important. This is a stretcher of narrow lathing sup- 
ported by a backing of strong canvas (fig. 2), in which 
the patient is strapped. The stretcher is attached to a 
ring by four strands; the two attached to the head end 
are about 3 inches shorter than those attached to the tail 
end. This means that the head is higher than the feet, 
a point which enables the winch operator (navigator) to 





Fig. 6—Ten minutes’ supply of oxygen with aircrew oxygen mask, 
all carried by medical officer lowered from helicopter. 


catch a loop at the head and to pull the stretcher inboard. 
As the stretcher ascends to the aircraft it acquires a slow spin 
from the motion of the rotor and from the natural torque. 
Consequently an inexperienced navigator may misjudge the 
amount of spin, and the patient may be caught up against 
the bottom of the aircraft, causing further injury; but 
wherever it is possible, patients would be loaded into 
a grounded aircraft. Another danger from spin is that 
the exhaust pipe from the engine is placed just below 
and to the rear of the entrance aperture and is apt to 
burn the patient’s face and/or feet as the stretcher gyrates. 
For this reason a recent modification directs the exhaust 
gases backwards. 

Rapid spin on the end of the cable can be distressing if 
it continues for any length of time. The partial answer 
to it is to look upwards at the aircraft. 

Winching from Dinghies 

This operation is complicated by two factors: (1) 
downdraught from the aircraft makes necessary a rapid 
run to the position to obviate blowing the dinghy out of 
position; and (2) in warm windless weather hovering is 
difficult owing to the low density of the air, making 
necessary extra power for a longer time. The engine 
power of the Sycamore is such that hovering and lifting 
under such conditons may be impossible. It must also 
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be remembered that the pilot becomes more rapidly 
fatigued under these conditions. 
Other Observations on Winching 

As the patient ascends, the helicopter is lowered to 
minimise any injury to the patient if the cable parts. 

In emergency the cable can be cut by releasing a 
spring-loaded cutter. 


Medical Officer’s Equipment 

Since the medical officer may be taken out in a heli- 
copter and lowered on to a ship or to some otherwise 
inaccessible place, he must carry with him as much as 
possible in the way of equipment because a second drop 
of supplies may be impossible. The equipment suggested 
is as follows: 

(1) A standard bag containing the following articles: 

(a) 540 ml. of 6%, ‘Dextraven’ in saline for transfusion. 

(6) Sterile giving set. 

(c) Sterile burn and wound dressings of various standard 
sizes, including “ field” and “‘ shell ”’ dressings. 

(d) Extra unsterile bandage and gauze. 

(e) Tourniquet (St. John’s). 

(f) Gooch splinting. 

(g) Antiseptic cream—dibromopropamidine (‘ Brulidine ’). 

(h) 2 sterile syringes (5 ml. and 10 ml.) and needles. 

(¢) Ligatures in sterilised tubes. 

(j) Sutures on needles in sterilised tubes (intestinal and 
skin). 

(k) 2 Spencer Wells artery forceps. 

(J) 1 pair of curved blunt Mayo scissors. 

(m) 1 Ryle’s tube. 

(mn) Ampoules for injection of adrenaline 1:1000, coramine 
2 mi., calcium gluconate 10°%,, and water. 

(0) Four “Tubunic’ ampoules of morphine gr. '/,. 

(p) 20 ml. of 2% procaine hydrochloride. 

(q) Ten vials of penicillin 500,000 units. 

(2) Oxygen.—10 minutes’ supply of oxygen can be carried 
with the medical officer. This is put up in a small cylinder 
bearing a gauge reading in “‘ Mins. O, supply left”’. This can 
be given through the aircrew oxygen mask, and the advantage 
lies in the facts that the mask and oxygen linkage (fig. 6) is 
standard throughout the Royal Air Force, and the mask is 
part of the medical officer’s personal equipment. 

All the: aforementioned equipment is carried on a strong 
webbing belt to which the bag is attached by a quick-release 
link; the oxygen bottle simply hooks on to the belt. 

(3) A standard “‘ Mae West” incorporating a SARAH unit. 

The total weight of all this equipment is about 50 Ib. 


Preparation of Landing-grounds: Exercises 

A suitable area is selected by previous reconnaissance, 
and at a later date the technique of removing a casualty 
by helicopter is demonstrated to hospital and ambulance 
staff. A “ patient” is set on the field of operation and 
a medical officer and a stretcher are lowered. The 
“* patient ” is then put into the stretcher and winched into 
the aircraft, which lands at the hospital landing-site (the 
same area is used during an exercise). The waiting 
stretcher-party come forward and convey the “ patient ” 
to an ambulance and thence to hospital. In Northern 
Ireland such landing-sites have been prepared at the 
Royal Victoria Hospital, Belfast; Cottage Hospital, 
Coleraine; British Military Hospital, Waringfield; and 
at H.M.S. Sea Eagle at Londonderry, whence patients 
would be conveyed to Waterside Hospital. A new hos- 
pital is being built at Londonderry, and it is proposed to 


include a landing-site in the hospital grounds. Other 
sites are proposed at Enniskillen and Newry. 

Since only one Neil Robertson stretcher is carried by 
the aircraft, which may be required immediately for 
another emergency, it is hoped that hospitals will obtain 
Neil Robertson stretchers of their own, which could be 
exchanged for that in which the patient is delivered to 
hospital. This would also prevent repeated movement 
of the casualty and reduce shock. 

Close liaison is also maintained with the coastguards, 
and two exercises consisting in lowering a medical officer 
into and removing a “ patient”’ from a lifeboat at sea 
have been carried out successfully by the flight to which 
I am attached. The main difficulties with regard to 
removing an injured person from a lifeboat are lack of 
space both inside the vessel and outside for the easy 
management of a patient, and the constant pronounced 
motion of a small vessel even in calm weather. 


Approach to a Grounded Helicopter with Engine 
Running 

The dangers of approaching a helicopter whose rotors 
are revolving cannot be emphasised too often. It must 
be remembered that there are two rotors, the more 
dangerous being the small vertical tail rotor, which by 
virtue of its speed is difficult to see. Before approaching, 
either obtain the pilot’s permission (he sits on the right- 
hand side facing forward just in front of the patient’s 
entrance) by catching his eye and waiting for the thumbs 
up sign or, better still, wait till the rotors stop turning. 
When the all clear is given, move directly to the patient’s 
entrance. All approach from the rear is strictly forbidden 
because it is dangerous. 

Thanks are due to Flight-Lieutenant A. G. A. Mitchell, Officer 
Commanding ‘ F’ Flight, No. 275 Search and Rescue Helicopter 
Squadron, and to both air and ground crew for their full and ready 
cooperation; and to the coastguards, lifeboat men, ambulance teams, 
and hospitals with whom we have been associated. The photographic 
section of the station are thanked for both the excellence of their 
work and their kindly tolerance. The photographs are reproduced 
here by permission of the Air Ministry, and the Crown copyright is 
reserved. 


JOINT CONSULTANTS COMMITTEE 

THE committee met on Jan. 29 with Sir RUSSELL BRAIN 
in the chair. 

Consideration was given to the preparation of further evi- 
dence in reply to questions raised by the Royal Commission at 
its hearing on Dec. 18. Representatives of senior administra- 
tive medical officers of regional hospital boards attended the 
meeting and discussed with the committee the evidence to be 
put before the Royal Commission on behalf of administrative 
medical staff, whose remuneration hitherto has been related 
to that of hospital clinical staff. Reference was made to the 
fact that regional psychiatrists are remunerated for their 
administrative duties at a rate substantially lower than that of a 
consultant—a situation which discourages psychiatrists of 
consultant calibre from applying for, or remaining in, these 
appointments. It was reported that in Scotland, and in some 
regions in England, there is no post of regional psychiatrist, 
the boards obtaining the necessary advice through individual 
consultant advisers and through specialist advisory committees. 
In these circumstances the consultant adviser suffers no diminu- 
tion of his consultant salary in respect of his advisory duties. 
This has been the normal method by which boards have 
obtained expert advice in specialties other than psychiatry, 
and in the view of the Joint Consultants Committee it has 
operated satisfactorily. 

It was reported that, following further discussions on 
hospital medical staffing, the Ministry had undertaken to 
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consider detailed suggestions put forward by the Joint Con- 
sultants Committee for carrying out a review of consultant 
establishments. The committee reaffirmed its conviction that 
it would be unrealistic to consider any long-term changes in 
the pattern of hospital staffing below the consultant level until 
there was more information—such as would be revealed by a 
review—of the needs of hospitals, and particularly of the 
volume of clinical work requiring consultants for its proper 
performance. Pending the outcome of stich a survey the 
committee had proposed to the Ministry that steps should be 
taken to give a greater measure of security, and an increase in 
remuneration, to “ time-expired ”’ senior registrars. 

The committee had before it for comment draft memoranda 
prepared by the Ministries of Health and Education upon the 
child-guidance service. A report was also submitted regarding 
the criticisms which had been levelled against the memoranda 
by the Royal Medico-Psychological Association and the 
Psychological Medicine Group Committee of the British 
Medical Association, mainly on the ground that the proposals 
for the development of the child-guidance service appeared to 
be directed towards the educational rather than the medical 
needs of the service. The committee supported this general 
criticism of the draft memoranda, and is preparing a statement 
of its views for consideration by the Ministry of Health. 


The committee considered a suggestion that when the 
Ministry issues a circular to hospital authorities containing 
advice on clinical matters the name of the actual author or 
authors should be disclosed. It appeared to the committee, 


however, that it was of even greater importance to know what 
might be the implications of such Ministerial “ directives ” in 
the event of a legal action involving a member of a hospital 
medical staff, and the committee decided to seek advice on 
this point. 

Other matters discussed included the future of venereology, 
medical advisory machinery in mental hospitals, the completion 
of cremation certificates, and the provision of anzsthetic 
assistance in mental hospitals by medical staff untrained in 
anesthesia. : 

The committee decided to arrange a conference with repre- 
sentatives of hospital provident schemes and other interested 
bodies for an exchange of views and information on private 
bed charges and related questions. 

The present membership of the Joint Consultants 
Committee is: 

Sir Russell Brain (chairman); Sir Harold Boldero and Prof. 
Robert Platt (appointed by the Royal College of Physicians); Sir 
James Paterson Ross, Mr. Lawrence Abel, and Prof. I. Aird 
(appointed by the Royal College of Surgeons); Prof. Andrew Claye 
and Mr. I. Jackson (appointed by the Royal College of Obstetricians 
and Gynecologists); Dr. A. Rae Gilchrist (appointed by the Royal 
College of Physicians of Edinburgh); Prof. J. Bruce (appointed by 
the Royal College of Surgeons of Edinburgh); Mr. W. W. Galbraith 
(appointed by the Royal Faculty of Physicians and Surgeons of 
Glasgow); and Dr. J. D. S. Cameron, Prof. P. C. P. Cloake, Dr. T. 
Rowland Hill, Mr. J. R. Nicholson-Lailey, Mr. T. Holmes Sellors, 
and Prof. G. I. Strachan (appointed by the Central Consultants and 
Specialists Committee of the British Medical Association). 
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XLII. MRS. WORTHINGTON 


My Dear NEPHEW RICHARD, 

About the time you first started throwing your rattle 
out of the pram, I used to tease your mother by crooning 
the current Noel Coward ditty ‘“‘ Don’t put your daughter 
on the stage, Mrs. Worthington, don’t put your daughter 
on the stage!” But it made no difference to my hope 
that you might be headed off from playing the drama 
and comedy of Medicine. You have made your entrance: 
you are on your own. 

Perhaps your embittered embryo-consultant friends 
who fled to farming or Zanzibar were miscast for Medi- 
cine. The pity is that the farmer did not-earlier search 
his heart to look behind the seed to the soil itself, that 
the coloniser did not lift his roots much sooner. The joy 
is that they did before the end. Surely what really matters 
is to find an acceptable way of life, a way of thought, a 
Faith, and maybe grace. 

Really I have no qualms about either your soul or your 
choice of psychiatry. I pin my hope on your significant 
little sentence “‘ It’s a stimulating line and often very 
rewarding in many ways.’’ You are aware of the stimulus: 
it is getting stronger: it evokes a response: the response 
pleases you: the pleasure is the bitter-sweet of adult life. 


Now you are immersed in your chosen specialty, of 
course the field looks bigger than you thought. But aren’t 
you looking at it through the’ oil-immersion lens, the 
window to more and more of less and less ? I am always 
fascinated by the absorption of the specialist in selected 
tissues—the starlight twinkle from the convex mirror of 
the cornea, the rapture of Sappho reflected from the 
cervical erosion. I too have tasted such joy. Oto- was full 
of all the fun of what the butler saw; rhino- was a skittle- 
alley of destructive invitation; laryngology was a breath- 


taking helterskelter of bouncing bronchoscopes over 
cord and carina. An E.N.T. outpatient session was becom- 
ing more attractive to me than 2s. 4d. worth of the back 
row at the cinema. Then one day the clip on the dark- 
room windowsill went wrong: the blind flew up. Through 
the cyclops hole in my forehead-mirror I saw with a 
surging heart that the sky was blue, the sun so bright, 
the horizon so far away. A butterfly perched on the 
window. Psyche was tugging at the tapes of my overall 
gown. Psyche won. But somebody must stay in the strait- 
jacket to specialise. All honour toeyou, Richard. This 
is your life. 


But your life and mine are what we make them. 
Mrs. Worthington had made hers. She had gone on to 
the more unselfish question of what to do with her 
daughter. You and I may have to face a similar problem: 
Should we discourage our own sons and daughters from a 
medical career ? . 

Please note that I use the word discourage. If our 
children have really set their hearts on doing Medicine, 
you or I will not be able to stop them, any more than 
if they are set on becoming saggermakers’-bottom- 
knockers or any other bizarre occupation that takes their 
fancy from watching “‘ What’s my Line ” on television. 
We shall have to fork out the fees and look cheerful about 
it, just as we shall have to reconcile ourselves to their 


choice of marriage partners. 


The sound of wedding bells switches my mind straight 
back to Mrs. Worthington’s daughter and our own ewe- 
lambs. Is it worth it for women to take up Medicine ? 
Do you think that a girl with a strong sense of vocation to 
heal the sick is wise to go the whole way ? Wouldn’t she 
do better to be a nurse ? Women are so intense about such 
things, and tension is hardly the secret of walking the 
tightrope to the Medical Register. And what is their fate 
at the end of the course? First the glorious dedicated 
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virginity of Femme Sole. I pass. The alternative is 
marriage, but to whom? Two doctors of opposite sex 
talk to each other: if they talk medical shop, the poor 
girl can forget the golden ring: if they don’t talk shop 
she can forget Medicine. A psychosomatic choice, just 
as simple as that. To practise or not to practise, that is 
the question for Eros to torture Psyche with in a medical 
union. If she marries into the laity she will find few 
Englishmen willing to admit the superiority of their 
wives even in knowledge of the internal-combustion 
engine, let alone physiology. And quite right too. Until 
we have become even more conditioned by films and 
television to American matriarchy, I hope we shall 
resist the transatlantic view that a man is just some- 
thing handy to have around the house. We shall chain 
ourselves to the Palace railings before that. 


It always seems to be very different for bdys. They are 
not so intense. In fact an effort is often needed to bring 
their minds to bear on the sordid subject of separation 
from the first-stage rocket of father’s payroll. They 
may have a vague idea whether their interest lies in 
Things or People or Ideas, but their motives for choosing 
a career often seem quite fortuitous. Not so the motives 
of their parents. You and I, Richard, we must be quite 
unscrupulous. If we really want to head our sons away 
from Medicine we must start their indoctrination at the 
toddler stage. I contemplate forcing them into high chairs 
at every meeting of the B.M.A. and our Local Medical 
Committee. Steady propaganda right up to puberty 
should shatter every fairytale of Aisculapius. Then do 
you know what will happen ? The contrary ingrates will 
choose to take up Medicine out of sheer cussedness or 
some inner call. 

If you prefer it, you can work the other way round. 
Teach him to mewl Ninety-nine, to measure out his 
calories, to doodle on E.c.10. Get his 1.9. done before his 
vaccination. Make it a feature of childhood games to be 
for ever chasing his mental age. Let him toddle through 
the door of the nursery-school with a Purpose, to keep 
his orthoptic exercises focused on Eleven Plus. Furtively 
ransack the bookshops for every published test paper. 
Cultivate smart-Alec repartee: Q. Why do the swallows 
fly to Africa in winter ? A. Because it’s too far to walk. 
That’s the stuff to wean young England from “ guess-I- 
cawn’t figure it out; gee, let’s get outa here, bang, bang!”’ 
The Eleven Plus will stand him in good stead in a busy 
outpatient session some day, or maybe help him climbing 
ladders. 


All right then; we have dragged, pushed, bullied, 
coaxed, and cheated young Gold Cane over the State’s 
first hurdle. He has a brand mark tattooed on his buttock 
I am a Grammar-school type. Then he is separated from 
the goats and sent to the dipping-tank for brainwashing 
and reindoctrination towards an academic life. If he is 
one of the fortunate ones he may graze transiently on a few 
mouthfuls of Arts and Classics as he is goaded towards 
the gate marked Science. Specialisation starts at 13 or 
14, with a tribal initiation before the altar of Technology, 
a shadow dance for Ist M.B. We dedicate our youth 


before their minds mature. This is the New Britain. 

On sweep the chosen through the face-saving farce 
of Ordinary Level G.C.E. to the privileged kudos of the 
ViIth form and the intellectual climax of Advanced Level. 
It seems a pity that the curriculum has to be so cramped, 


but otherwise there would never be time to fill in all the 
university application forms without half a term devoted 
to administration. The Headmaster of Eton recently 
compared university selection procedure to the chances 
of parking a car in Central London; his sentiment was 
echoed by an eminent Vice-Chancellor as deplorable 
chaos. Because no-one can find a remedy, you and I, 
Richard, must enter our sons for three or four universities 
in the hope that the ball in the roulette wheel of one of 
them will stop against our cherished human stake. We 
must wade through calendars, and faculty prospectuses, 
and guides to medical degrees; we must fill in multipage 
application forms in duplicate, wave birth certificates, 
G.C.E.s, exemptions, testimonials, and references. We 
must dash to the four quarters of the Realm for inter- 
views, fill in forms for digs and halls of residence, leave 
ducats on deposit. All knowing full well that one child 
can take up only one place. Talk about Bull in the 
services ? It is knee-deep in the quadrangles of Britain. 


When all the right forms have been filled in, and the 
Mad Hatter’s September teaparty has picked its winners, 
the old old question pops up, who is going to pay? 
Something like 80% of undergraduates are grant-aided 
either by the State or local authorities; so you and I will 
naturally want to jump on the bandwagon as it runs by. 
All we are likely to get is a push in the face, and we shall 
be back in the gutter. The means test is a cunning device 
of the Devil to break family tradition in Medicine: it 
means a generation in shirt-sleeves to win back grandpa’s 
rubber gloves. 

And at the end of it all? Consultant practice, with 
no holds barred ? Or general practice ? If so, by the time 
they qualify, will the public be licked into M.I. Room 
parade submission, or will doctors still be contemptuously 
called by their bare surnames, summoned and paid with 
less respect than the plumber? Will they choose their 
wives to be qualified working partners, nurses for ancillary 
help, or merely decorative to answer the phone ? Will their 
sense of vocation sustain them through all the petty 
irritations of the N.H.S. ? Let us pray so, for their sakes, 
and for the sake of England. 

Will they choose preventive medicine, that queer 
mixture of political shuttlecocks and visionaries? If so, 
will they dabble in the tug-of-war over the curative 
personal services, potter in the no-man’s-land of educa- 
tion, or strike out boldly like the 19th-century cohorts 
of forthright men? And will they do it for less money 
than their professional colleagues in other fields ? One 
minute’s silence in the Town Council on their passing 
seems a poor reward. 

Will they follow one of the less-trodden paths of 
Medicine—the Services, the missions, industrial practice, 
Government office, down to the sea in ships, paramedical 
research, even journalism ? 


Richard, my boy, thank your stars that you are in. 
But think twice about whom you bring in with you. 
Mrs. Worthington was wise to seek advice, don’t you 
think ? Excuse me now, I must hurry to chain myself to 
the Palace railings and call for policewomen protection. 
Mrs. Worthington’s daughter is leading a charge down 
The Mall of the most delicious medically qualified lovelies 
you ever saw. Moriturus te saluto. 

Your affectionate Uncle, 
Tom COBBLEIGH. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


In this American town the ambulance with the most urgent 
note to its siren bears the inscription ‘“‘ Dog Ambulance ”’, 
and it can often be seen making, at breakneck speed, for the 
imposing ‘‘ City Hospital for*Sick Animals (Inc.) ”. According 
to our professor, whose dog once had its ears syringed there, 
the administrative efficiency of this institution might well be the 
envy of all the human hospitals. There is a comprehensive 
appointment system for all but acute emergencies, and patients 
are not kept hanging about in the waiting-hall. The house- 
officers wear name badges to facilitate rapport and lose no 
time in assigning Pluto to a ward—e.g., M.D.S., meaning male 
dog surgical—which is light and airy and has ample space 
between baskets. Special investigations, including blood 
chemistry and electrocardiography, are done by laboratories 
with a 24-hour service. Thus a cat in F.C.M. began a diet of 
milk and fish on the day that a barium meal showed a duodenal 
ulcer. 

There are three full-time psychiatrists on the staff, one with 
special training in psychoanalytic methods, while another 
has made a special study of the problems encountered in little 
dogs. Visiting hours are generous but nevertheless many 
patients require sedation. An attempt to avoid hospitalisation 
is reflected in the new outpatient department which is open 
day and night for emergencies, and accommodates many 
special clinics, as well as those for routine diagnosis and treat- 
ment. The allergy clinic is one of the most interesting, long 
courses of desensitising injections being given for various 
offending allergens, including human hair. A notable feature 
of the new building is the width of its entrance, because, it is 
rumoured, some years ago a circus elephant was rushed in with 
a suspected intussusception. Although so rare an exigency is 
unlikely to recur, a wide front door has proved its worth for 
the occasional cow admitted for her confinement. 

. - * 

I rashly informed my patient with a rare disease that I would 
attend a clinical meeting on the subject and afterwards give 
her all the latest information. Now I have been to the 
meeting I-have an uneasy feeling that my explanation must 
run as follows: 

“You have had this disease for some time and it does you no 
harm. You have had one small test and you take brown tablets x. 
Now it has been discovered that the disease can be diagnosed earlier 
by a multitude of tests, and can then be prevented. The way to 
prevent it is to take brown tablets x.” 

” - ~ 


Though a fairly regular peripatetic correspondent, I have 
had only two repercussions from my contributions. I recently 
stated that Lord Davidson of Lambeth was the only archbishop 
who retired. This error has been brought home to me by a 
colleague who reminds me that Cosmo Gordon Lang retired in 
1942 and was granted a peerage. The second repercussion was 
more fruitful. I wrote one May that the blossom of quince-trees 
was coming out in crops like chickenpox and the quantity 
heralded a bumper crop. A lady doctor, through the good 
offices of the Editor, got in touch with me and offered to make me 
quince jam, she providing the sugar and I the quinces. In 
due course this was done, we sharing some twenty pounds, 
which was appreciated particularly by the older generation. 

+ * * 


Our sanatorium has a geriatric unit, and in it we have a lady 
with mitral stenosis who has survived a saddle embolus. Both 
her legs have been amputated at the level of the knee-joint. 
She had her moment of triumph last week. “ Tha’ll have a 
job, lad!” she said, when the chiropodist offered to cut her 


toenails for her. 
+ + = 


Lately I had to propose the health of The Lasses at a 
well-attended Burns supper for diabetics. I did not realise until 
a Lass made a speech in reply how exceedingly complimentary 


I should have been. She firmly thanked me for all the kind 
things I should have said, but didn’t. 
. ~ * 

The problem of chaperonage has always seemed to me to 
be a simple matter dependent on the magnitude of the expedi- 
tion and the experience of those taking part. My six-year-old 
son accompanies his younger sister to the local shops but is 
taken to town by his twelve-year-old sister. She now has a 
French friend staying with her and they will soon both be 
escorted to France by my elder son, who at fifteen is an 
experienced traveller and a reliable chaperon. No sooner 
were the arrangements for this journey complete, however, 
than I received a letter from a rich American acquaintance, 
imploring me to find a chaperon to take her daughter to France, 
all expenses paid. At first the solution seemed obvious, The 
American girl (aged seventeen) could join the party in charge 
of my son (aged fifteen), who would thereby get his fare paid. 
Something tells me, however, that this idea is unsound. 
Obviously there is more in this business of chaperonage than 
meets the eye, and I shall probably end by finding a locum and 
enjoying a free trip to France myself. 

* a. ” 
HAZARDS OF SEMINAL ELECTROPHORESIS 


The turning of worms 

Is conducted on terms 

Which have little to do with 
the movement of sperms. 

But recently Schréder,' 

And others absurder, 

Have suggested a method 
of racial murder. 

We are grateful to Lewin * 

Whose work is not new in 

This field, for informing us 
what chaps are doin’. 

I see from his thesis 

Electrophoresis 

Might have an effect to 
which one of the keys is 

With skilled A.1.p. 

And the current D.c. ° 

We determine which sperm 
brings a he or a she. 

It’s some comfort that Kordts * 

Has a series of noughts 

On his records when trying to 
check these reports. 

And his colleague A. Pilz ‘ 

Finds his work hardly fills 

All the postulates needed 
to cancel Kordts’ “ nils ”’ 

The hotter the buffer 

Solution, the rougher 

The sperms fare, but that doesn’t 
make the child tougher. 

Though the odds on a Mong- 

Ol are not very long, 

It would be a damn’ silly way to 
go wrong. 

And as for a spastic 

Well, that’s not fantastic 

Though we know that statistics are 
pretty elastic. 

What with foetal anomalies 

And episcopal homilies ° 

It seems it were wise to forego 
A.1. families. 





1. Schréder, VN. Z. Tiers. Ziicht Biol. 1941, 50, 1. 
2. Lewin, . . 2 Feb. 8, 1958, p. 323. 

3. Kordts, E. Z. Tiers. ZitchtBiol. 1952, 60, 221. 
+ con 


A. ibid. 
LE ty Proc. Ch. Cong. 1957. 


fF 





Pe OA 








476 LETTERS TO 


THE LANCET 


THE EDITOR 





Letters to the Editor 





STAPHYLOCOCCAL DISEASE 

Sir,—Your editorial of Feb. 1 refers particularly to 
staphylococcal infections in infancy, but it serves to focus 
attention on the subject as a whole. 

That serious staphylococcal disease is on the increase 
is evident and it can be classified under four main 
headings: 

Group 1: Primary invasive infections due to Staphylococcus aureus. 

Group 1: Serious staphylococcal infections accompanying other 


infections. 
Group 111: Superimposed staphylococcal infections in the wake of 


wide-spectrum antibiotics. 

Group Iv: Serious infections in which the Staph. albus (coagulase- 
negative) is the only organism recoverable from the patient. 
Group I 

A striking rise in the incidence of invasive disease due 
to the Staph. aureus has occurred in the past four years 
in Leeds and surrounding districts. Over 100 of these 
seriously ill patients of all age-groups have been investi- 
gated at Seacroft Hospital, Leeds. The clinical pattern of 
this disease was fairly constant for different age-groups. 
In infancy severe gastroenteritis, sometimes with purpuric 
rash and associated pneumonia, was a common picture. 
4 in the series developed acute suprarenal failure of 
the Waterhouse-Friderichsen type, and the same number 
developed acute exfoliative dermatitis with associated 
pemphigus. Others presented a pneumonic picture only. 
In toddlers lung abscess was common. 

In older children initial pyrexia of uncertain origin, often 
with prostration, was quickly followed by one or more septic 
metastatic lesions, such as cerebral abscess with meningitis, 
osteomyelitis or periostitis, septic pericarditis, or embolic 
gangrene of fingers or toes. Most of these had associated 
metastatic multiple lung abscesses. Some developed acute 
enteritis, often prolonged, resembling acute ulcerative colitis. 
In one adult who died, a triple heart lesion was present—acute 
inflammation of the cusps of the mitral valve, fresh myocardial 
infarction of septic embolic nature, and acute septic peri- 
carditis. 

Late cases tended to respond slowly or not at all to treatment. 
Death, which occurred in about 10% of all cases, was some- 
times due to acute hemorrhage from severe ulceration of the 
colon, while others died of anuria following septic pyelo- 
nephritis. 50% of all Waterhouse-Friderichsen cases died in 
spite of supplementary hormone therapy. 

None of the patients in this group had been in hospital 
in the recent past, nor had any had contact with recently 
discharged patients, and their in-vitro sensitivity patterns 
bore no resemblance to those of the common offending 
hospital staphylococci. 

Group II 

These were serious mixed infections, in which staphy- 
lococcal disease was present on admission in association 
with other specific infections. These included meningo- 
coccal meningitis, tuberculous meningitis, and 2 cases of 
poliomyelitis. In fatal salmonellosis of the older age- 
groups, associated staphylococcal general infection was 
the apparent cause of death in 4 cases. 

Group UI 

The infections in this group, which followed in the 
wake of wide-spectrum antiobiotics, do not require 
description. These superimposed infections can largely 


be prevented by cubicle-nursing technique, the use of 
combined antibiotics, and the avoidance of oral anti- 
biotics in the presence of skin sepsis. With these measures 
they can be eliminated from hospital practice. 


Group IV 

A smaller number of severe invasive infections, similar 
in every respect to those in group I, have been admitted 
to this hospital, but in these the Staph. albus (coagulase- 
negative) was the only organism recovered from the 
patient. Whether these were causative organisms or 
contaminants cannot yet be established. 

These groups of clinical entities represent to our mind 
the main staphylococcal problem at present. Increased 
virulence and invasiveness of the staphylococcus appear 
to lie behind this changing pattern. Those awake to the 
menace can do muchto save lives by immediate investiga- 
tion and vigorous treatment of suspected cases. 

P E. C. BENN 
es Tt E. F. Murpny. 


SEPTIC SURGERY 


S1r,—I was interested to read Dr. Gray’s letter in your 
issue of Feb. 22. It reveals a narrow viewpoint and an 
ignorance of the real practice of his surgical colleagues. 

He states: “‘ It is very much against the interest of the 
patient for surgeons to leave the theatre to visit a ward or 
casualty to see an urgent admission whilst wearing theatre 
robes.”’ This statement gives a false picture. When such 
visits are imperative, the surgeon, after removing cap, 
mask, and theatre footwear, dons a special robe which is 
discarded before entry into the theatre. It is not a garment 
worn in the theatre. Such visits are usually urgent and 
are in the best interests of the patient—indeed they may be 
lifesaving. 

Most surgeons have a real appreciation of the incidence 
of bacterial infection during operative procedures. They 
are also aware of the greater risk of cross-infection in 
surgical wards. Many of us have striven for years to 
combat these by precept and example, but I agree there 
is still much to do. , 

The idea of separate days for elective and emergency 
lists has little to commend it. There is insufficient staff 
and an inadequate number of theatres to undertake it. 
Moreover, there are not sufficient days in the week to 
operate the suggestion. 

London, W.1. ‘ 


THE DOCTOR’S ATTITUDE TO HIS PATIENT 


Str,—As nobody more eminent has seen fit to question 
the validity of Dr. Clyne’s article of Feb. 1, may I make 
some comments ? 

It is a pity that his capacity for doubt, allowed free play 
where his motives are concerned, is given so little scope 
when it comes to interpretation. There seems little reason 
to suppose that the ruminations reported in his article 
have contributed significantly to his patients’ welfare and 
I do not believe that scientific detachment is so hard to 
achieve in the handling of physical complaints as he seems 
to imply. Nor can I see any reason to accept his assertion 
that the three Furies, Anxiety, Hostility, and Guilt, hold 
undisputed sway over our actions. Facts, based on 
observation and experience, can guide our actions 
irrespective of our personalities in many fields of medicine. 

Of course it is true that in the personal relationship, 
such as that existing between patient and doctor, per- 
sonalities must play some part. In psychotherapy—and 
most medicine contains an element of psychotherapy—the 
doctor’s personality plays a very important part and thus 
should be understood, but is this a new discovery ? Does 
it deserve the prominence which is now so fashionable ? 


ILLTYD JAMES. 
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The tendency to make the central aim of training doctors 
for psychotherapy the achievement of a personality change 
in the doctor seems to be getting rather out of hand, so 
that the analysis of the doctor is taking precedence over 
the description and investigation of the disease. Dr. 
Clyne’s application of this approach to a child with a 
physical complaint serves to underline its basic anti- 
scientific character. 


London, N.W.5. ANTHONY RYLE. 


DERMATITIS CAUSED BY PENICILLIN IN MILK 

S1r,—The article by Dr. Vickers and his colleagues 
(Feb. 15) is timely. In this dairying part of the agri- 
cultural world, cheesemakers have difficulty in initiating 
the process of cheesemaking when penicillin is present in 
the milk in a concentration of over 0-03 units per ml. In 
bulked milk of 1000 gallons or more penicillin is found 
about once a week, but in a concentration of usually less 
than 1 unit per ml. However, on one occasion recently 
10 units per ml. was found in 750 gallons of milk. As this 
included 150 gallons from one recently treated herd it can 
*be assumed that there is a theoretical possibility of 
obtaining up to 50 units of penicillin in such milk, if sold 
unbulked to consumers. 

It should be noted that people living in small country 
towns and villages invariably drink unbulked milk. It is, 
perhaps, a doubtful privilege. 


Crewkerne, Somerset. 


L. E. WEAR. 


FULMINATING BERIBERI 


Sir,—Dr. Baron’and Mr. Oliver (Feb. 15) point out 
the rarity of deaths from beriberi in Britain, and could not 
find a previous report of a case here showing “ all five 
possible manifestations of aneurine deficiency”. The 
following case-report may be of interest. 

An ex-seaman, aged 49, was admitted to St. Bartholomew’s 
Hospital on Jan. 11, 1956, complaining of a swollen scrotum. 
He preferred beer to food, and he could not give a coherent 
history. He could not move his eyes laterally: the attempt 
produced nystagmus and diplopia. Tendon reflexes were not 
obtained in the legs; there was a right Babinski response. 
There was gross cedema up to his waist, ascites, ballooning of 
the genitalia, tachycardia, and a slightly raised jugular venous 
pressure; the blood-pressure was 160/85 mm. Hg. There were 
moist sounds at the bases of both lungs, and diffuse expiratory 
rhonchi. His lips, tongue, and scrotum showed erythema, 
desquamation, and moist fissures. The urine contained excess 
urobilin. Liver-function tests gave normal results. A chest 
radiograph showed that the heart was enlarged. 

He was treated with digoxin, mersalyl, penicillin, ‘ Parentro- 
vite ’, and an intravenous preparation of the vitamin-B complex 
with ascorbic acid. Two days later he could look laterally, 
but his mental state was worse. The heart-rate decreased, but 
there was no rapid diuresis. Acupuncture produced 12 litres 
of fluid, which allowed the detection of an enlarged liver, and 
deflated the genitalia. In the third week the only tendon reflex 
obtained was from the left biceps; both plantar responses were 
flexor; there was myotatic irritability of the left calf, and 
diminished sensation in the legs. After ten weeks there was 
little improvement in his mental or neurological state, but he 
was otherwise well. He was transferred voluntarily to a mental 
hospital, which he left the next day. 

It seems that this man, too, had beriberi with all its 
possible manifestations. This additional case suggests 
that even severe beriberi may not be so rare in Britain as 
might be supposed from the scarcity of deaths and 


published reports. 


St. Bartholomew’s rae 
London, E.C.1 


G. C. R. Morris. 





FG@TAL LOSS IN PREGNANCY TOX/EMIA 

S1r,—Mr. FitzGerald and Dr. Clift (Feb. 8) in their 
valuable paper have drawn attention to some important 
aspects of the loss of foetal life in cases of toxemia and 
hypertension. Whereas the general foetal risk in these 
diseases has been recognised for many years it is only 
recently that attempts such as theirs have been made to 
separate more clearly the different types of case and their 
particular risks one from another. The two main types 
comprise those showing placental separation (accidental 
hemorrhage) and those in which the placenta becomes 
progressively more and more infarcted until it can no 
longer sustain foetal life. In both, the foetus is in danger 
and it is for the obstetrician to decide how great this 
danger may be and what should be done about it. 

Accidental hemorrhage by its very nature commands 
attention, and the more severe the bleeding or the more 
severe the signs of concealed hemorrhage the more 
attention is likely to be paid to it: slight hemorrhage also 
must not be neglected, for it is a serious warning. Slowly 
developing placental infarction presents in a different, 
though just as characteristic, way. The size of the uterus 
and contents are much less than one would expect from 
the duration of amenorrhcea, and one’s tentative diagnosis 
may be “‘ wrong dates”; but herein lies a great danger, 
for if placental insufficiency is misdiagnosed as wrong 
dates intrauterine death may occur. As Mr. FitzGerald 
and Dr. Clift point out, another important feature of this 
type of case is the failure of the foetus to grow, but this 
can be most difficult to recognise and may give little 
indication of the seriousness of the lesion and the need 
for urgent treatment. In such cases, and to a lesser extent 
in accidental hemorrhage, we have found! the urinary 
excretion of pregnanediol in a 24-hour specimen to be 
helpful. One case will illustrate this matter. 

A primigravida, aged 20, with very slight~hypertension 
(one might almost say insignificant) was observed to have a 
pregnancy whose size was quite out of keeping with the period 
of amenorrhea; thus, in the 35th week of amenorrhoea the 
uterus just extended to the umbilicus and the estimated size 
of the foetus was about 2 lb. Gross placental insufficiency was 
diagnosed, which was supported by a pregnanediol excretion 
on two occasions of 8 and 6 mg. per 24 hours (normal range for 
35 weeks approximately 25-70 mg. per 24 hours). Intrauterine 
foetal death was thought to be inevitable within a few days, so 
even though the prospects of getting a viable child were’slight 
cesarean section was advised. At operation, a foetus weighing 
2lb. 20z. was delivered; the placenta, which was 11 cm, 
(4/, in.) across, weighed 5 oz., and as more than half of it 
appeared infarcted it is remarkable that the foetus had survived 
as long as it did. The mother made a good recovery, and we 
are glad to report that now, 5 weeks after operation, the child 
weighs 2 Ib. 15 oz. and thrives. 

The pregnanediol excretion therefore confirmed our 
diagnosis and underlined the urgent need for treatment. 
Cesarean section was chosen as being in the best interests 
of mother and child.” 


Department of Obstetrics 
Gynzcology, University of Shefiield. 
Jessop os ital ag Women, 


C. S. RUSSELL 
C. J. DEWHURST. 


S1r,—Having read the article by Mr. FitzGerald and 
Dr. Clift and an earlier one by FitzGerald and McFarlane,* 
I should like to make two comments. 

In the earlier article, it is stated that the standard -for 


1. Russell, C. S., Paine, Cc. G., Coyle, M M. G., | Dewhurst, <= J. eR ¥. Obstet. 
Gynac. ’ Brit. Emp. 1957, 
- Dewhurst, C. J. ibid. 1955, 06. 
. FitzGerald, T. B., McFarlane, C.N. Brit. med. F. 1955, ii, 358. 
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toxemia “‘ has been a blood-pressure of 150/100 or more with 
or without albuminuria’, and that “ toxemia cases show an 
incidence [of foetal distress] of 8-4°,, compared with 6-7% in 
the non-toxzmic group. . . . It is surprising that this difference 
is not more pronounced...’ With due respect, however, I 
would point out that Prof. F. J. Browne drew the line at 130/70 
and he is backed by all physiological investigators on this 
point. I, too, have found that 90°, of 1600 women are below 
this figure on booking. Were Mr. FitzGerald to accept the 
Browne standard, he would find less surprising results. 

Secondly, we read in the recent article: “‘ the baby ‘ fades 
out’... without any clearcut exacerbation of the toxemia...” 
and later, ‘“‘ Examination of case-records does not reveal any 
consistent signs of worsening of the toxemia.”” This, I submit, 
should not cause any surprise. Sophian and Franklin have 
clearly shown that resistance to uterine stretching causes renal 
ischemia leading to hypertension, proteinuria, and cedema. 
The amelioration in the mother’s condition is brought about 
by an easing of the intrauterine tension. This presages the 
death of the foetus. 

My indications for interrupting a pregnancy are: 

(1) Sudden exacerbation of the cardinal signs foreshadowing 
antepartum hemorrhage. 

(2) Gradual improvement of the cardinal signs meaning death 
of the foetus within a few days. 

(3) The presence of albuminuria (stationary or slowly mounting 
in quantity) for 3 weeks. 

All these are irrespective of the stage of pregnancy. 

The perinatal mortality at this hospital for the past 8 
years has been 3-73% in 2700 cases of either hypertension 
or pre-eclampsia. 

British Hospital for Mothers and Babies, 

London, S.E.18. 


C. K. VARTAN. 


ANAESTHESIA FOR FORCEPS DELIVERY 

S1r,—Regarding the methods used and the results 
obtained, may I amplify the statements by Dr. Hamer 
Hodges and his colleagues (Jan. 11) about the technique 
described in my letter of Dec. 14. 

Of the 8 patients, all but the first 2 did indeed receive local 
infiltration of the proposed site of episiotomy. This is part of 
the routine technique as it has so far been evolved, as I have 
described it elsewhere, and as it is being practised in other 
centres. 2 patients received supplementary cyclopropane: in 
1 the method was a failure as far as the mother was concerned 
since pain was still appreciated; in the other, the mother had 
become unmanageable in her “ semi-drunken state ”. Another 
patient required a few breaths of N,O/O, mixture during the 
insertion of deep sutures in the episiotomy wound following 
delivery. 

Of the 8 infants, 4 were breathing well within 30 seconds, 
and 1 within 1 minute of delivery; the 2 whose mothers 
received cyclopropane supplementation were slower to respond 
(to 1 of these levallorphan was given and satisfactory breathing 
and crying followed immediately). The 8th child referred to 
emerged in a rather depressed state after a difficult delivery 
involving a reapplication of the forceps after a repeat rotation 
from the transverse position. The child gasped on delivery 
and much meconium-stained liquor was aspirated from its 
upper respiratory tract; it gave its first full-throated cry at 
7 minutes. This case incidentally was a tribute to the method; 
2 minutes after the episiotomy was sutured, the mother was 
** talking intelligently and was delighted and surprised to learn 
that she had a son”; the following day she said that she had 
no memory of the events of operation. 

No-one has yet claimed to have worked out a scheme 
for routine use—we are still, as I have said before, groping. 
Certainly I would include the prophylactic use of levall- 
orphan in any subsequent modification, and I feel that 
infiltration of the skin along the episiotomy line is an 
advantage. Those doctors and midwives who watched 
the conduct of my small series were very favourably 


impressed by the promise (not the polished and final 
perfection) of the technique. Dr. Hamer Hodges and his 
colleagues unfortunately did not observe the conduct of 
any of the cases. 

I included Mr. J. G. O’Sullivan’s name in my letter of 
Dec. 14 in a spirit of honest credit-giving, for it was he who 
gave me to think on the subject initially, and we worked 
together on the details and modifications. As senior obstetric 
registrar, he naturally did not personally conduct all the 
deliveries, but he was present during most of them. 

Dr. Hamer Hodges and his colleagues ask why I “‘ did not 
use the technique on any of the numerous occasions available 
to (me) during the whole of the last five months of (my) 
appointment’. In fact, for various reasons, only 10 oppor- 
tunities presented themselves to me for anesthesia for a forceps 
delivery during this period. Of these, only 2 fell into the 
“‘ chlorpromazine accepted ”’ class (that is, they were being 
conducted by an obstetric firm which permitted the use of 
chlorpromazine during labour) and did not, at the same time, 
evidence disturbing foetal distress (I am not prepared to 
subject the latter group to this method until I am certain that 
I will cause no harm). The final 2 were delivered when Mr. 
O’Sullivan happened not be be on the premises, and, as I have 
said, we did try to make this a combined effort. 


Pittsburgh, Pennsylvania, J. SELWYN CRAWFoRD. 
ANTIBIOTIC PROPHYLAXIS 

Sir,—Dr. Warren Crowe (Jan. 18) and Dr. Sklar 
(Feb. 1) have in many ways expressed what I feel about 
the use of sulphonamides and antibiotics. I, too, have 
been using sulphaethylthiadiazole (‘ Sethadil ’) and on the 
whole agee with Dr. Sklar. Dr. Jhaveri (Feb. 1) asks if 
sulphonamides in effective doses are not more toxic and 
hazardous than penicillin—but this does not apply when 
there is a sulphonamide which has little or no toxic 
effects. 

Penicillin is the antibiotic of choice in respiratory 
infections, but there is. always the danger of sensitivity 
and this has made one cautious in its use. I have often 
prescribed sethadil and there has been no evidence of any 
side-effects. The absence of complications when using 
this sulphonamide prophylactically or therapeutically has 
therefore been established in my experience. 

M. L. Piatt. 


Hove, Sussex. 


TECHNIQUE OF INTRA-ARTICULAR INJECTION 


Sir,—Mr. Grant Waugh (Dec. 28) and Mr. Kaplan 
(Feb. 15) have described methods of minimising the pain 
of intra-articular injections. Some practitioners who have 
not previously attempted such injections may be prompted, 
by these communications, to use them to treat arthritic 
joints. It therefore seems worth drawing attention to one 
factor which often determines the amount of pain caused, 
and which has not been mentioned by either of your 
correspondents, though I have no doubt they are well 
aware of it. 

The ease or difficulty with which puncture of a joint is 
effected largely depends on the state of its capsule. Distended 
joints are easy to enter: stiff contracted ones can be very 
difficult, and the attempt may cause severe pain. Whilst it is 
possible, with a little experience, to inject the latter if even a 
small joint space still exists, I have usually found that the 
treatment—apart altogether from the initial pain it caused— 
afforded the patient very little relief in such cases. 

This is not surprising. Hydrocortisone acts by modifying 
an inflammatory, exudative response,’ and neither it, nor 
lactic acid, can be expected to influence symptoms associated 





1. Glyn, J. H. Cortisone Therapy; p. 85. London, 1957. 
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with capsular fibrosis, gross attrition of articular surfaces, and 
a deficit of synovial fluid. 

To the points made by your correspondents then, I 
would add this. If the operator, using the correct needles 
and an appropriate technique, finds that in a given case, 
attempts at intra-articular injection are painful or difficult, 
he would do well to consider whether such injections are, 
in fact, a logical treatment for the particular patient 
concerned. 


+ Free Hospital, 
mi 


don, W.C.1. RICHARD HARRISON. 


EPILEPSY AND HYSTERIA 
S1r,—Your leader of Feb. 15 illustrates the quandary 
about the precise differentiation between epilepsy and 
hysteria, and the status of the concept of hystero-epilepsy 
for borderline cases. You note that “‘ formal psycho- 
therapy . . . may very occasionally have a dramatic effect 
on epilepsy’’, and you conclude: “‘It seems we must 


reconsider the concept of hystero-epilepsy . . . as a more 
fundamental problem in the physical and mental genesis 
of epilepsy.” 


I was fortunate some years ago to have a patient with 
hystero-epilepsy submit himself for formal analytic psycho- 
therapy; after a long and difficult analysis there was indeed a 
dramatic abreaction and a complete (and permanent) cure. The 
case was published’ largely because of certain points in 
technique. But a consideration of the psychopathology and 
clinical features, when compared with that of other similar 
cases in the literature, led me to the conclusion that “. 
epilepsy and hysteria are extreme ends of a continuous series 
with an intermediate connecting group known as hystero- 
epilepsy”’. 

A psychological approach is seldom attempted in these 
cases, and I would be interested to hear of other successes 
(or otherwise) of analytic therapy. 


Leads. H. EDELSTON. 


PENICILLIN HYPERSENSITIVITY 

S1r,—I was interested in Dr. Sims’ letter ? in which he 
says that he is not aware of any record of anaphylaxis, 
following the oily injection. 

Since I started my work in Indonesia in September, 
1956, I have seen three serious cases of anaphylaxis 
following the use of the oily suspension of procaine peni- 
cillin, of which one was fatal and the other two very 
severe. I have also seen many less serious reactions. 

In Indonesia much penicillin in oil is used, because 
there are lots of remote places where distilled water is 
hard to get. The oily suspension is ready for immediate 
use and not quickly perishable. Many antibiotics are 
used here without medical control: they are available on 
every market and can be bought by everyone, so that 
misuse is a common evil. 

The fatal reaction was in a nurse, whose duties included 
cleaning the injection syringes. She had observed urticaria 
of the hands, but had not thought of the cause. When she 
asked another nurse to give her a penicillin injection on account 
of itching, she died within five minutes with oedema of the 
glottis. 

One of the other patients was a doctor’s wife, who also 
cleaned the injection syringes regularly. After her husband 
gave her a penicillin injection for bronchitis, she would 
apparently have died but for an instant injection of adrenaline 
and anti-histamine. 

The third severe reaction was in a male nurse’s son, who 
repeatedly received penicillin from his father. 


1. F. ment. Sci. 1949, 95, 388. 
2. Lancet, 1957, ii, 1067. 








Anaphylaxis following the oily injection is a well- 
known and dangerous complication in this part of the 
world. 


Rumah Sakit Umum, Banjumas, 
Java, Indonesia. 


Ariz A. HASPELS. 


SPINAL ANAESTHESIA 


Str,—I should like to support Mr. Lake’s pleas 
(Feb. 22) for a renewed interest in spinal analgesia in 
suitable cases. The careful work of Dripps and Vandam ' 
and of Thorne? is further evidence that large series of 
spinal analgesics can be given without serious untoward 
results. 

But while agreeing that the operating conditions pro- 
duced by spinal analgesia are good—it anzsthetises as it 
relaxes as it contracts (the bowel) as it reduces the blood- 
pressure—all these can be produced by extradural block, 
with the additional bonus that headaches are unknown 
(provided the dura is not damaged), and severe central- 
nervous-system sequelz are extremely rare. May I there- 
fore stress the advantages of extradural block as a method 
of achieving the beneficial results on the operating-table 
so ably acclaimed by Mr. Lake, using subarachnoid block ? 


Westcliff-on-Sea, Essex. j. ALFRED LEE. 


POSTMATURITY AND INDUCTION OF LABOUR 

S1r,—It is sad to read in The Lancet of my colleagues 
in Britain wasting their time in discussing the dangers of 
induction of labour in order to avoid the risks to the child 
of so-called ‘“‘ postmaturity ’—risks that have been 
repeatedly shown to be non-existent. Have they not 
heard of the results at the Chicago Lying-in Hospital 
where for many years no induction or cesarean section 
has been performed for supposed postmaturity ? 

During the two years 1954-55 there were in that hospital 
6593 births. The stillbirth-rate was 1-5% and the perinatal 
mortality 2:7%, both of which included fcetuses and infants 
weighing 400 g. and over. The total two-year perinatal 
mortality in babies over 2500 g. was 1%. Rooth and Sjéstedt 
in Lund* measured oxygen saturation in umbilical-cord 
blood in 363 cases, with special reference to the duration of 
pregnancy. There was no apparent change in the oxygen 
saturation with advancing foetal age, and no decrease in the 
mean oxygen saturation in 52 women where pregnancy was 
prolonged beyond the 42nd week. The Belfast workers, 
Bancroft-Livingston and Neill,‘ came to similar conclusions 
and found no correlation between the oxygen levels of umbilical 
venous blood and either foetal or maternal age. 

Since the postmaturity addicts apparently believe that the 
“* postmature ” fcetus is endangered only in “ elderly primi- 
gravide ” (over 26 years) do they think that the placenta in the 
primigravida differs from that of the multipara? Does the 
Chicago placenta differ from the British ? 

Surely a more reasonable explanation of the greater danger 
of foetal death during labour in the elderly primigravida is that 
labour in the elderly primigravida tends to be longer, and that 
the child in prolonged pregnancy is on the average half a 
pound heavier. If this is accepted, the modern treatment is 
not induction but trial labour. 

I beg my young colleagues in Britain (the old ones 
being mostly beyond hope) to study the new evidence, 
and to abstain from meddling with women whose preg- 
nancy has, in the course of nature, been prolonged beyond 
the usual duration. Remember, too, the value of the 

. Dripps, R. D., Vandam, L. D. ¥. Amer. med. Ass. 1954, 156, 1786. 
. Thorne, T. C. Proc. R. Soc. Med. 1954, 47, 301. 


1 

2 

3. Rooth, G., Sjéstedt, S. Acta obstet. gynec. scand. 1957, 36, 374. 

4. yer G., Neill, D. W. ¥. Obstet. Gynac., Brit. Emp. 1957, 
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simple check—taking the abdominal girth at its largest 
level, usually the lower border of the navel—which 
should (after the 34th week, and making due allowance 
for excessive abdominal fat or liquor amnii) roughly 
measure the same in inches as the number of weeks since 
the first day of the last period. Recently I saw a case in 
point: 46 weeks had elapsed since the first day of the last 
period carefully checked by myself, yet the girth was 38 
inches. Nothing was done and she delivered herself 
normally two weeks later. But she was a multipara and 
her placenta was probably different! 


Sydney, Australia. F. J. BROWNE. 


SEPARATION OF MOTHER AND CHILD 
Sir,—My attention has been drawn to the fact that 
various professional workers, both medical and non- 
medical, are implying that I no longer regard the separa- 
tion of young children from their mother-figures as a 
serious mental-health hazard. Since this is not so, I 
should welcome an opportunity to describe my position. 


My belief is that a misunderstanding has arisen from a 
paper published eighteen months ago.’ In it we presented the 
findings of a study in which data derived from teachers’ reports 
and test performances of schoolchildren who had spent long 
periods in a sanatorium, beginning before their fourth birth- 
days, were compared with similar data on their classmates. 
Significant differences in the expected directions were found, 
but it was also true that “‘ more of the sanatorium children 
than had been expected were reported as able to make friends, 
and fewer appeared to show the severe disturbances in object 
relations which underlie persistent delinquency”. We con- 
cluded that the principal value of the investigation had been 
**to display the great heterogeneity of personality organisation 
which is consistent with having undergone a prolonged separa- 
tion experience starting before the fourth birthday” and, 
therefore, that “‘ statements implying that children who are 
brought up in institutions or who suffer other forms of serious 
privation and deprivation in early life commonly develop psycho- 
pathic or affectionless characters (e.g., Bowlby, 1944) are 
seen to be mistaken ” 

Although I believe that in including myself amongst those 

guilty of overstatement I may have been unduly self-critical, 
this is not the point of my letter. What is of consequence here 
is that, although the study showed that there was much 
variation of outcome, it did nothing to cast doubt on the many 
studies which indicate that some children in their personality 
development suffer grave damage and others lesser damage 
from a separation experience; nor did it detract in any way 
from the studies, such as that of Prugh et al.,? which confirm 
the common observation that during a separation experience 
and after return home a majority of young children are emo- 
tionally disturbed. Summing up the lessons of our follow-up 
study we wrote: “‘ there are no grounds for complacency... . 
The disturbances [found] are serious and affect a far from 
negligible proportion of children. Insofar as measures can 
be taken to prevent them it remains urgent they be taken.” 
- The position as I see it today is rather like what I suspect 
it may have been a generation or more ago in regard to polio- 
myelitis. Early workers, impressed by the severity of the after- 
math in certain cases of the disease, may well have over- 
estimated the proportion of patients who suffered residual 
paralysis. The fact that we now know that it is only a small 
minority who are left afflicted has not altered our estimate of 
it as a serious illness, to be prevented at all costs. 

There are also differences from the case of poliomyelitis, 
however. In that disease we not only have some idea of the 
incidence of residual disability but have ready and reliable 
methods for estimating its degree. In the case of personality 
I. Bowlby, J., Ainsworth, M., Boston, M., Rosenbluth, D. Brit. J. med. 


Psychol. 1956, 29, 211. 
2. ra D., Staub, E. M., Sands, H. H., Epon, R. M., Lenihan, 


Amer. J. Orthopsychiat. 1953, 23, 7 


disturbance following separation and similar experiences we 
have neither. Lacking a basis for calculation, therefore, we are 
in no position to take calculated risks. 

Were I now to prepare a revised edition of Maternal Care 
and Mental Health,’ it would of course be necessary to rewrite 
part I so as to include many new studies, mostly confirmatory 
but some not so, and to take account of various criticisms which 
have appeared. Though the picture would appear more 
complex and the emphasis vary here and there, the overall 
pattern I believe would look much the same. What is more 
important, the practical recommendations would stand. In 
my judgment the separation of a young child from his mother- 
figure is not to be undertaken without weighty reasons, and 
then only provided there is a suitable and stable substitute 
available to care for him. 

In conclusion, may I emphasise that the object of this 
letter is not to persuade sceptics of the correctness of 
these views but to discourage anyone from supposing 
that I have changed my position in any material way ? 


by rt Giakc, JoHN Bow sy. 


NYLON-DARN REPAIRS OF HERNIZ 

S1r,—I should like to congratulate Mr. Moloney 
(Feb. 8) on the excellent results he has achieved with his 
nylon-darn repairs of inguinal herniz. To be able to 
report a recurrence-rate of 0-8% for inguinal herniz is 
truly remarkable. As far as the surgical public are con- 
cerned a critical judgment is based, inevitably, on what 
they read in the published report. Before adopting a nylon 
darn in my own practice, therefore, I feel that some 
points in the report need clarification. 

Mr. Moloney disposes of Bassini’s operation by saying that 
the repair lasts only as long as the initial fibrosis due to the 
catgut; but fifty years ago Bull and Coley,‘ using the Bassini 
operation, reported 1185 cases with a recurrence-rate of 0-5%, 
and ten years later, also using a Bassini operation, Hoguet and 
Coley * reported 3725 cases with a recurrence-rate of 0-38%. 
In more recent years O’Connor,® using Edmund Andrews’ 
technique, and. admittedly with a small series, claimed a 
recurrence-rate of nil. 

It is a problem, therefore, to decide which evidence to 
accept. Recently I have pointed out that “ recurrence-rates ” 
are almost meaningless,’ because of the large number of 
factors which influence the result of all types of herniorrhaphy; 
and because the number of recurrences in any series is usually 
unknown, especially as the hernia might recur at any time 
from the year of the operation to the day on which the patient 
dies. A lifelong follow-up is impracticable; a more limited 
objective is, therefore, all that can be achieved. Mr. Moloney’s 
report is based on a follow-up period of five years. The length 
of a follow-up is, however, less important than its efficiency. 

The efficiency of the follow-up is fundamental because there 
-is no known “ principle of uniformity” ensuring that the 
portion of a series which has not been examined will be iden- 
tical with the portion which has—therefore it is possible that 
all the patients not followed-up have recurred. To increase 
the length of the follow-up is no answer; if the efficiency 
declines it makes matters worse. For example, if after 2 years, 
out of a series of 100, 90 cases are found free frofm a recurrence, 
the recurrence-rate can be truly stated as 0-0-10-0%; but if 
after five years only 75 cases are traced, the recurrence-rate 
becomes 0-0—25-0%, in spite of no failures in the 75 cases followed 
up. Again, the position is made worse still if the series is made 
very large but where the follow-up falls to a half, because if 
500 successful cases are traced out of a series of 1000, the 
recurrence-tate becomes 0-0—50-0%. There seems no escape 
from this uncomfortable conclusion. 


Baie Bowlby, J. W.H.O. Monograph no. 2. 
Bull, T. Cole pW ‘med. Ass. ib07 4 > 48, 1017. 


3. 
3 = B. Ann, Surg. 1918 
§. z, Ww. nn. Surg. 

6. Hoguet, J. UR. Bk. med. F. 1940, ii, 113. 
7. Doran, F. S. A. Ann. Surg. 1957, 146, 957. 
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— = — = ee UO a 


2 HO yn 


Sers 








o 


—- Ors On 


po 


ate 
red 
de 


he 








1 MARCH 1958 LETTERS TO 


481 


THE EDITOR 





Mr. Moloney says that 76% of his 219 patients (with 253 
inguinal herniz) were traced. On that percentage, and on the 
2 recurrences which were found, the only justifiable statement 
of the rate of recurrence with nylon darning would be that it 
lay somewhere between 0°8% and 245%. 

Lastly, it is not clear from Mr. Moloney’s paper 
whether the word “traced” implies that each patient 
traced was examined at five years. This is important, 
because it has been my experience, with a routine follow- 
up clinic, that if the recurrence is small the patient does 
not notice it. Such a patient would, therefore, give an 
inaccurate reply to a written questionnaire. 

The point that I want to determine, if possible, is the 
criteria by which the surgical public should prefer 
Mr. Moloney’s nylon darn, with a recurrence-rate of 
0-8% on 253 herniz, to Bassini’s repair, with which 
Hoguet and Coley claimed a recurrence-rate of 0-38% in 
a series of 3725 cases. 
Bromsgrove, Worcs. F. S. A. Doran. 

RESPIRATORY INSUFFICIENCY AND THE 
* MORTALITY OF SEVERE HEAD INJURIES 
Sir,—The dramatic Copenhagen epidemic of polio- 

myelitis was responsible for the evolution of the so-called 
Lassen technique of pulmonary ventilation and toilet, 
and one wonders what other major catastrophe is required 
to focus attention on the gravity of the respiratory problem 
(the term is used in its widest sense) in patients deprived 
of their protective reflexes from other causes. The article 
by Mr. Maciver and his colleagues (Feb. 22), full of 
common sense and practical suggestions, reiterates the 
importance of adequate respiration in a patient suffering 
from head injury. Just over seven years ago, with head 
injuries particularly in mind, I listed the factors likely to 
jeopardise a clear airway; and transport of the patient in 
the tonsil position, early emptying of the stomach, early 
tracheotomy, and efficient tracheobronchial toilet were 
advocated.! Despite a further plea by a neurosurgeon ? 
it would seem that patients still continue to die unneces- 
sarily “ ... mot from their primary injury, but from a 
chest complication which might have been avoided 
altogether...” 1 

The Radcliffe Infirmary, 

Oxford. 
A FUNCTIONAL NECESSITY 

S1r,—Dr. Beresford (Feb. 22) says that as a result of 
the present consideration by the Whitley Council of some 
hundreds of s.H.M.O.s who claim that they are doing 
consultant work, it seems that a few more consultant 
posts will be created, and in your comment you pass-this 
presumption without demur. 

It appears that both you, Sir, and Dr. Beresford are 
momentarily missing the point of this Whitley investiga- 
tion. S.H.M.O.s have many grievances, but the one which 
is at present being considered by the Whitley Council is 
that in fact these posts already exist, and that what is 
needed is the payment to the incumbents of the agreed 
consultant rate for the consultant work they are actually 
doing, and were appointed to do. The applicants are all 
men and women who consider that they fulfil certain 
criteria laid down by the Whitley Committee itself, which 
are: (1) that they hold posts established as consultant 
posts; or (2) that they hold posts which for the purpose 
of replacement would be graded as consultant posts; or 


R. Bryce-SMITH. 





~ 1, Bryce-Smith, R. Brit. med. F. 1950, ii, 322. 
2. Lewin, W. Proc. R. Soc. Med. 1954, 47, 865. 


(3) that they carry out consultant work with full and inde- 
pendent responsibility. Specialty panels composed of 
eminent members of the specialties concerned have been 
set up to advise the Whitley Council on how these criteria 
have been met, and they will shortly present their recom- 
mendations, which are to be based on three: considera- 
tions only—namely, the duties, responsibilities, and 
quality of the service given. 

This has nothing to do with the other aspects of the 
problems which have resulted from the- creation of the 
S.H.M.O. grade, but is intended as a measure of belated 
justice to a considerable body of senior hospital staff who 
since 1948 have suffered a form of exploitation which it 
would be difficult to parallel. 

ie eae C. B. V. WALKER. 
INFORMAL ADMISSION OF MENTAL DEFECTIVES 

S1r,—In his letter of Feb. 22, Dr. Johnson accuses 
me of a lack of understanding of public sentiment regard- 
ing the compulsory detention of mental defectives. 
I would ask that he and anyone who shares this view refer 
to my letter in the British Medical Fournal last May.’ 
In that letter I discussed the very points Dr. Johnson 
raises and we are in fact in agreement on most of them. 
Dr. Johnson will realise that I share his disapproval of the 
detention of an honours B.A. in a mental-defective colony. 

I cannot agree, however, with Dr. Johnson that the “‘ social 
incapacity of the so-called feebleminded patient is something 
entirely different from the defective intelligence of the mentally 
subnormal ”, but I suspect from Dr. Johnson’s subsequent 
remarks that he is really referring not to the feebleminded 
but to psychopaths of normal intelligence. Feebleminded 
patients have 1.Q.s between about 50 and 70, which, I hope 
Dr. Johnson will agree, represents a true defect of intelligence 
of the same nature as, but lesser degree than, that of the idiot 
and imbecile with 1.Q.s below 50. 

Unfortunately, Dr. Johnson does not deal in his letter with 
my suggestion that an extension of the provisions of section 3 
of the Mental Deficiency Acts, to enable the parents or guardian 
of mental defectives of all grades and ages to place them under 
hospital care, is a more realistic procedure than the informal 
method of admission now recommended. From my con- 
versations with my colleagues who appear to favour the 
informal-admission method, I suspect that they will introduce 
into their forms of admission and hospital rules conditions 
which will be indistinguishable from those under section 3, 
but will be of questionable legal validity and will no doubt 
be the subject of test cases in the courts. 

Does Dr. Johnson think a mental defective (1.9. below 
70!) is a fit person to be allowed to leave hospital whenever 
he wishes without any provision for his future care, for 
that, I submit, is what informal admission means. I cannot 
believe that the lay public, whom Dr. Johnson represents, 
would be happy to allow this amount of freedom to their 
normal children under 10 years of age. 

Bristol. W. A. HEATON-WARD. 


VOLUNTARY PATIENTS 


Str,—One hopes that the restraints used to prevent 
voluntary patients from leaving a mental hospital when 
they wish to do so, as described by Dr. Bickford (Feb. 22, 
p. 423), are not a widely approved practice. Even if such 
repression does not contravene the letter of the law 
(inasmuch as a‘request to leave has not been signed by the 
patient, who may not have thought of demanding the 
necessary form), it surely contravenes the principle of 
voluntary status, and must bring this into disrepute. 

1. Brit. med. J. 1957, ii, 1120. 
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The general public will begin to exclaim: “ Voluntary ? 
Voluntary, my foot! When you want to leave, they bar 
your way out, or remove your clothes! ” 

Of course there is no point in completing legal docu- 
ments to detain a patient in a compulsory manner when 
he has volition and does not insist on leaving, and 
physician-superintendents have, quite rightly, regraded 
many hundreds of such cases from the certified to the 
voluntary basis. But if a voluntary patient is a danger to 
himself or others and insists on leaving, he should be 
detained properly by certification, not improperly by 
having all his clothes removed. 


Park Prewett Hospital, 


Basingstoke. I. ATKIN. 





Public Health 





An Outbreak of Acute Respiratory Infection in 
West London 


WE are indebted to members of the medical staff of 
the Princess Louise Kensington Hospital for Children for 
the following account of a recent outbreak of acute 
respiratory infection in children,* 

Between Jan. 20 and Feb. 19, 1958, 104 cases of acute 
respiratory infection were admitted to the Princess Louise 
Kensington Hospital for Children. There was during this time 
a generally increased incidence of respiratory illness among 
children in the London area; but to the pediatricians at this 
hospital it seemed that not only was the incidence higher in the 
districts surrounding the hospital than elsewhere, but also that 
the cases seen there differed in severity and clinical features 
from cases they were seeing in children’s units and hospitals 
in other parts of London during the same period. Of the 104 
cases, 86 conformed closely to the pattern outlined below. 

Clinical picture.—In all cases there was a history of a running 
nose and of sneezing for 3-5 days, sometimes with a cough. 
On the evening before admission the respiration-rate increased 
and the breathing became noisy; the mother was almost 
invariably up with her child all night. On admission the 
respiration-rate was found to be raised to between 40 and 96 
per min.; in many cases there was a rapid rise to between 90 
and 140 a few hours after admission. The children were pale 
and shocked, and those under 3 months old were often 
cyanosed. There was tachycardia, especially in the babies 
under 3 months old, in many of whom the pulse-rate reached 
190. There was no peripheral edema, but in those with 
extreme tachycardia, the liver was palpable and firm. Rib 
recession was prominent in all cases. Breath sounds were 
harsh, without added sounds at first, though widespread fine 
rales developed later and persisted for a few days. Broncho- 
spasm was uncommon. White frothy secretion in the mouth 
and pharynx, needing frequent aspiration, was noticed in cases 
admitted more recently. Older children were febrile 
(101—105°F), but the younger and more seriously ill were 
afebrile. Profound anorexia accompanied the onset of the severe 
symptoms. In most cases there was a history of coughs or 
colds among the family during the week preceding the onset 
of symptoms. 

Investigations.—Total leucocyte-counts ranged from 6000 to 
15,000 per c.mm., with no significant disturbance of the ratio 
of polymorphs to lymphocytes, having regard to the age of the 
patients. In one baby there was a leucocytosis of 30,000 (78% 
neutrophils). No specific pathogens were isolated from throat 
swabs; pneumococci were the organisms most frequently 
found, profuse growths being noted in 18 cases. The 
erythrocyte-sedimentation rate was estimated in 54 cases; this 
varied from 5 to 45 mm. in the first hour, 50% of the results 
lying between 20 and 35 mm. 


1. See Lancet, Feb. 15, 1958, p. 371. 


In most cases, chest radiographs showed generalised increased 
shadowing, especially in the lower zones, and in a high propor- 
tion of these there was frank segmental collapse-consolidation 
in either upper or lower zones. These films were taken after 
the acute phase of the illness, and in one case only was a radio- 
graph taken in the acute stage. This showed massive collapse 
of the left upper lobe and of the lingula. Radiological follow-up 
examinations show that the lesions are resolving fairly rapidly. 

Treatment.—Oxygen therapy in a tent with a humidifier was 
needed in 51 cases. In 2 of these the oxygen level had to be 
raised to 95%, and the humidity to 100°, to overcome cyanosis 
and respiratory distress; this was achieved by the use of high- 
tension tents. In other cases, an oxygen level of 80% and a 
humidity between 70 and 80%, was found sufficient. Duration 
of oxygen therapy and of digitalisation are shown in the accom- 
panying table. (Evidence of cardiac failure occurred only in 


TREATMENT OF ACUTE RESPIRATORY DISTRESS 





| 0-6 7-12 1-2 2-5 
Age months months years years Over 5 
No. of patients .. | 33 (39%) | 12 (14%) | 11 (13%) | 23 (27%) | 7 (8%) 
No. treated with 22 (67%)| 7 (56%)| 7 (63%) | 12 (56%) | 3 (40%) 
oxygen 
Duration of oxygen 1-15 days| 1-5 days | 1/4!/2 1-6 days | 1-3 days 
treatment Average | Average | days Average Average 
| 6days | 3days | — 2 days | 2!/2 days 
| 4°/2 days 


No. digitalised .. | 6 


6 cases, 5 being under 3 months and another 5 months old.) 
Antibiotics were given in all cases, with sulphonamides in a 
few; these remedies were chosen at random and all appear to 
have been without effect other than that of preventing secondary 
infection. 16 babies up to the age of 6 months had to be tube- 
fed for times varying from 3 to 12 days. 2 babies between the 
ages of 7 months and 1 year had to be tube-fed. The importance 
of a high degree of nursing skill and meticulous attention to 
detail cannot be too strongly stressed. 

Progress.—A child of 3 months was brought in dead, and 
another aged 11/, years died half an hour after admission. The 
history of both suggested that they were suffering from this 
infection. Both cases were investigated by the coroner, with 
results which have not been made known. There were no other 
fatal cases. Once the acute stage of respiratory difficulty passed, 
recovery was rapid. 

Investigations to determine the nature of this infection are 
proceeding: Dr. F. O. MacCallum has undertaken the 
virological investigation of nasopharyngeal secretions and of 
serum, and a survey is being made of family contacts during 
the days leading up to the onset of symptoms. Though their 
numbers have fallen, cases are still occurring; the peak seems 
to be passed, but the outbreak is not yet over, and the informa- 
tion in this report may be interesting and useful to others who 
may yet have to meet this infection in its full severity. 


Mental Hygiene 

Preventive psychiatry is, laudably, the mode, so it is fitting 
that postgraduate students in the department of public health 
of the London School of Hygiene and Tropical Medicine 
should be allowed to choose mental health as an ¢lective subject 
for special study—as they were, for the first time, in the 
1956-57 session.* 

Under the tutorship of Dr. Morrison Carstairs, of the Institute 
of Psychiatry, the group met at various institutions. Case-demon- 
strations were used to illustrate the clinical features of disorders and 
the methods of psychiatric examination. The genetic and environ- 
mental causes of psychosis were considered, and psychoses were 
compared with other disorders in the community. The group also 
discussed the legal and administrative provision for commitment to 
care, treatment (including social therapy), and the attitudes and 
methods of other countries. Neuroses were also considered, including 
the family doctor’s role in prevention and treatment, as well as drug 
1. London School of Hygiene and “Tropical Medicine, Keppel Street, 

esha Report on the Work of the School for the year 
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addiction, mental defect, and legal matters. A special section of 
the course was devoted to child psychiatry and discussions about the 
best way of rearing children. The closing stages dealt with the 
responsibilities in mental health of doctors (who should give sound 
advice to parents and, about the mentally handicapped, to the whole 
community) and of the local authorities (in child guidance, care of 
mentally defective patients, and aftercare of the mentally ill). 

The course proved popular and is being repeated in the 
present session; and some of the instruction will be included 
in the main course for the whole D.P.H. class. 


Pedestrian Deaths in Road Accidents 


A survey made by the World Health Organisation! in eighteen 
countries showed that between 1950 and 1955 the death-rate 
from traffic accidents in pedestrians over 65 increased in all 
of them except the United States and Ireland; in some coun- 
tries it more than doubled. For younger pedestrians the rates 
have increased less or even decreased—perhaps because of 
road-safety instruction of schoolchildren. In terms of pedes- 
trians killed annually per million motor vehicles, Japan heads 
the list with 2336; at the bottom of the list, with 129, is the 
United States, where there are fewer people walking on the 
roads (there are 3 inhabitants per motor vehicle there compared 
with 67 in Japan). The United Kingdom comes in the middle 
éf both lists, with a 16°1°% increase in the death-rate of 
pedestrians over 65, and 390 pedestrians killed per million 
motor vehicles. 





Parliament 





The Law and the Mental Health Services 

IN opening the debate on Feb. 19 in the House of Lords on 
the Royal Commission’s report the EARL OF FEVERSHAM pointed 
out that, though it was encouraging that a third of the patients 
admitted to a mental hospital for the first time were discharged 
within a year, we must not gloss over the fact that 70-80%, of 
the population of mental hospitals were long-stay patients. 
Furthermore the National Association for Mental Health, of 
which he is chairman, had reason to believe that every year 
80 million man-days were lost to industry through absenteeism 
due to neurosis. These figures, he suggestéd, showed that 
mental disorder was widespread and that dependence on 
mental stability was vital. 

He welcomed the Royal Commission’s recommendations 
for a revision of the present classification of mentally disordered 
people and for the discontinuance of certification. The new 
procedures should be regarded by the public simply as a means 
of providing the patient with the care suitable to his needs. 
Some machinery must exist for the welfare of patients who were 
unwilling to accept treatment and for the protection of the 
community. The pendulum of public emotion swung danger- 
ously between the desire to lock up every potential murderer 
in a mental hospital and the belief that all hospitals should 
be emptied of patients. In his view the public needed guidance 
on these matters. 

But the most important recommendation in the report was 
the proposal that responsibility for community care of mental 
patients should be firmly placed on the local authorities who 
would provide residential homes and social workers to support 
patients on their return to their own homes, Superintendents 
of mental hospitals had told him that if this recommendation 
was put into effect 20,000 long-stay patients could be dis- 
charged. Lord Feversham added the warning that unless the 
status of the mental-health services were improved, the patients 
would be back inside the hospital within a few weeks; and the 
services- could not be improved unless more money was 
provided. Even in these days of financial stringency and the 
implications of the block grant, the Government must devise 
some method of giving the local authorities a financial incentive. 
He also suggested that, in place of the Board of Control, an 
inspectorate should be set up to ensure that the standards 
envisaged by the Royal Commission were achieved. 


1. Epidem. vit. Stat. Rep. 1958, 11, no. 1. 


He was disturbed that only 2% of the public money spent 
on the whole of medical research was spent on mental-health 
research. He considered that we needed a permanent founda- 
tion investigating the normal behaviour of the human mind. 
If we understood the normal mind better, we should perhaps 
see more clearly the causes of mental breakdown. Changing 
the law would not stimulate research, nor would it eradicate 
mental instability. But it could mark the beginning of a 
resolute campaign to strengthen the mental health and happi- 
ness of the nation. 

Lorp COHEN OF BIRKENHEAD said that in the past twenty-five 
years increasing recognition of the physical factors which 
contribute to mental disease had led to a reorientation of 
outlook on the part of medicine—away from those barracks, 
even with 2000 or 3000 beds, with monotonously uniformed 
nurses and monotonously dressed patients, apathetic without 
any interest or occupation. Custodial care for the benefit of 
society had been replaced by attention to the clinical needs of 
the individual patient. Lord Cohen also stressed the magnitude 
of the problem. 1 in 250 of the population of this country 
occupied a bed in a mental hospital; 1 child in 20 born in this 
country would at some time or other have treatment in a 
mental hospital; 1 child in 10 would suffer from some form of 
nervous breakdown, and 1 child in 100 was mentally defective. 
A large part of the work of doctors, both in hospital and 
general practice, was devoted to the treatment of the mentally 
and nervous afflicted. 

Within the last few years there had been a remarkable 
change in public opinion towards the mentally afflicted. In 
1946 there were about 35,500 admissions to our mental hos- 
pitals, but in 1956 there were 88,000 admissions—not because 
there were more mentally afflicted patients, but because less 
severe cases were going into the hospitals. When he began the 
study of medicine, only half a dozen general hospitals had a 
psychiatric outpatient department. Today, there were 500 
outpatient departments of which 400 were in general hospitals, 
which showed that there had been an integration of the 
psychiatric and the physical aspects of illness. Experiments 
were also going on in administration, day hospitals, 
domiciliary consultation, and so forth. He did not think 
that we could measure the amount of research by the fact 
that only about 2% of the money spent went to research in 
mental disease. Quite a lot of money was being spent on 
neurology, anatomy and physiology, whiclr all might have their 
bearing on mental health. Today we brought to the problems 
of the mental patient the whole armamentarium of modern 
physics, chemistry, and biology. 

VISCOUNT KiL_MuIR, the Lord Chancellor, said that the 
Royal Commission’s recommendation that we should abandon 
the assumption that compulsory procedure must be -used 
unless a patient could express a positive desire for treatment 
had been widely welcomed. The Government had been 
advised that it could be applied to mental defectives within the 
terms of the present law, and the Minister of Health had 
already asked hospitals to regard informal admission as the 
normal method in future. 

The Government recognised that until more facilities were 
available in the community, the hospitals must continue to 
look after many patients who might eventually be cared for in 
the community by the local authorities. The Government 
accepted the need for new legislation and that it should be 
broadly on the lines recommended by the Royal Commission 
subject to a few modifications considered desirable in the light 
of views expressed since the publication of the report. He 
could not at the present time give a strict commitment when 
it would be possible to introduce such legislation. 

The expansion of the mental health services of the local 
authorities would not require new legislation. For England 
and Wales the Government fully accepted the principle under- 
lying the Royal Commission’s recommendations. At the 
same time they must take into account the general and econ- 
omic financial situation and the situation created by the 
proposed introduction of a general grant instead of a percentage 
grant for specific services. But the Government wished to 
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see development on the lines recommended by the Royal 
Commission to the fullest extent practicable and intended to 
invite the local-authority associations to discussions and to make 
the maximum progress that our resources allow. 


University Expansion 
ON Feb. 20, Mr. DerIcK HEATHCOAT Amory, the Chancellor 
of the Exchequer, made the following statement: 


The House was informed in 1956 that proposals had been made by 
the universities which would increase the number of students from 
84,000 in 1955-56 to 106,000 by the mid-1960s; but that the Govern- 
ment believed that the universities should be encouraged to expand 
even more. Meanwhile, the Government approved proposals for 
the starting of buildings up to the value of £10-4 million in 1957, 
£12 million in 1958, and £12 million in 1959. 

The existing economic situation imposes on the Government the 
need for great restraint in this as in other public spending. The 
Government are satisfied, however, that if the country is to get the 
increased output of graduates which is needed, and is to secure the 
full benefits of future advances in science and technology, the current 
rate of university building programmes must be not only maintained, 
but increased. 

After considering recommendations made by the University 
Grants Committee, I have given authority for a programme to be 
prepared on the basis that university building projects will be started 
up to a value of £15 million in each of the four years 1960-63. This 
programme must be of a provisional nature and subject to review if 
the economic situation changes substantially. In saying this, I do not 
exclude a possible increase in these figures if the economic situation 
improves and the need can be shown. 

It would be difficult to put a precise figure on the increase in the 
number of university students which will be made possible by a 
building programme of £60 million over four years. The discussions 
which took place between the University Grants Committee and the 
universities were based on an-increase to about 124,000 students by 
the mid-1960s, with the possibility of a further temporary increase of 
10% in the second half of the decade, and it should be possible to 
achieve at least that level with the programme envisaged. 

The universities are, in fact, expanding faster than had been 
expected, and though the future rate of increase cannot be assessed 
with any confidence the increase beyond 124,000 foreseen for the 
late 1960s may well prove to be permanent. This will call for great 
flexibility in planning and will present a challenge to the public spirit 
and resourcefulness of the universities which I am confident that they 
will be prepared to meet. 

In a written answer Mr. Amory added that though their 
annual reports indicated that most of the universities were 
dissatisfied in varying degrees with the grants allocated to 
them, especially for the first two years of the quinquennium, 
the quinquennial settlement provided for grants which were 
8% higher in 1957-58 than in 1956-57, and which rise by a 
further 30% over the next four years. To these will be added 
supplementary grants for the cost of the salary awards effective 
from last August. The result was that the universities were 
receiving in total 20% more grant in 1957-58 than in 1956-57; 
and would receive a further 28% increase over the next four 
years. 


Estimates for 1958-59 


On Feb. 18 Mr. AMory in introducing the estimates for the 
coming financial year,’ announced the increase in the National 
Health Service contribution to which we referred last week.* 
Discussing the social services more generally, he said that the 
Government intended to maintain their standards “at the 
highest level commensurate with a sound economy”. But 
their cost to the Exchequer had steadily increased year by year, 
and this year’s estimates showed further increases in particular 
for education, the health services, and National Insurance. The 
rising cost of the health services had caused the Government 
particular concern, and he reminded the House that when the 
National Health Service was started the gross cost was expected 
to be £175 million, of which the Exchequer could bear £126 
million. For 1958-59 the estimated gross cost was £740 million. 
Under the present arrangements the Exchequer’s share would 
be £555 million. This was over four times as much in money 


1. Vote on Account, 1958-59. H.M. Stationery Office. Pp. “Se 
2. Lancet, Feb. 15, 1958, p. 419. 


terms, and nearly three times as much in real terms, as was 
originally contemplated. The Government had decided that 
the whole of this increase could not be borne by the Exchequer. 
Even on the new rate of contributions the citizen and his 
employer would be paying in stamps or charges only just 
under 20% of the gross cost of the service, which was the 
proportion they were originally intended to carry. 

The increased contribution will bring in £24 million in 
1958-59 and £32 million in a full year. With its help the 
estimate for the National Health Service, which would otherwise 
have probably gone up by £9-10 million, is actually slightly 
lower than for 1958-59. For England and Wales the estimate 
is £472 million (£485 million in 1957-58) and for Scotland 
£58 million (£60 million). 


QUESTION TIME 
Social Insurance Contributions 

Mr. R. H. Turton asked the Minister of Pensions and 
National Insurance what proportion the proposed weekly 
contribution for an insured person would bear to the present 
average weekly earnings in industry; and if he would set out 
for comparison the relevant proportions at present paid by 
insured persons in Western Germany, France, and Italy.— 
Mr. JoHN Boyp-CARPENTER replied: The following figures 
relate only to contributions paid in the social security system 
of the countries concerned and relate to a differing range of 
benefits. For instance, in the three Continental countries 
family allowances are financed out of these contributions. 
SOCIAL INSURANCE CONTRIBUTIONS AS PERCENTAGE OF MEN’S EARNINGS 





Employed | , 
person’s - —w 5! Total 
share 
Great Britain proposed new contribu- 
tion .. . 5 ae wa ite 3-9 33 } 72 

France .. oa ~ on aa 6-0 30-2 36:2 
West Germany a Af of) on 149 27-1 
an ‘is a os be | 37 46°3 50-0 


Poliomyelitis Vaccination 

Mr. SYDNEY IRVING asked the Minister of Health if he would 
now authorise the importation from the United States of 
America of large enough quantities of the Salk vaccine to allow 
all schoolchildren in the country to be inoculated against 
poliomyelitis this year, including a third dose.—Mr. WALKER- 
SMITH replied: Vaccination with two injections is at present 
available for children over six months who were born in or 
after 1943, expectant mothers, and certain other special groups. 
I am advised that two injections give a good degree of protection 
and that our first objective should be to increase the number of 
persons so vaccinated. Dr. EDITH SUMMERSKILL: Does not the 
Minister think it would be better to give the third vaccination 
and thereby ensure that certain people have a guarantee of 
safety, rather than give two vaccinations only and so allow a 
lower degree of safety?—Mr. WALKER-SMITH: The third 


injection does not guarantee safety, according to American 


experience. The Joint Committee on Poliomyelitis Vaccine 
has recently reiterated its advice that more is to be gained by 
giving two doses to more persons than by giving third doses. 


South-West Metropolitan Regional Hospital Board 


Mr. J. G. Morrison asked the Minister of Health whether 
he was now able to announce his decision on the proposal to 
set up a separate regional board for the western area of the 
South-West Metropolitan Hospital Region.—Mr. DEREK 
WALKER-SMITH replied: Consultation of the bodies concerned 
has shown that the great majority of opinion supports the 
proposal of the South-West Metropolitan Regional Board for 
a separate hospital region and board for this area, and I have 
decided to accept it in principle. But in the present financial 
circumstances I do not consider it justifiable to incur the addi- 
tional costs of administration which would inevitably be 
involved in the creation of a new board, and I am therefore 
deferring action until a more appropriate time. 


- 
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Obituary 


ALFRED JOSEPH BENATT 
M.D. Berlin 
Alfred Benatt came to England from Nazi Germany; 
and his life was one of continuing vicissitude with many 
disappointments. But at 56.he had the security of many 
friendships, and his unfailing love of Medicine had made 
him useful to colleagues, as well as to patients, in distant 
countries as well as at home. 

His chief work was done as a 
physician and in the prevention 
of tuberculosis; but his inquiring 
mind led him first into research, 
and even before he qualified at 
Berlin in 1926 he had collaborated 
in half a dozen papers—mostly on 
clinical biochemistry. From 1929 
to 1933 he was in charge of an 
institute for cardiology and 
balneology at Bad Salzufien 
in Germany, but he had also 
worked at Cambridge with Sir 
Joseph Barcroft on respiratory 
function tests and on cyanosis— 
being rescued from an experi- 
mental chamber at the last moment, in the manner of the 
Master. On leaving Germany he spent some time in Lausanne, 
and went to the United States where he drew attention to the 
plight of German scientific refugees and paid a cardiological 
visit to Frank N. Wilson’s department at Ann Arbor. 
Eventually a research post was found for him in London at 
the St. John’s Clinic for Rheumatism; but in 1941 the 
necessities of war took him into clinical medicine, first at the 
King George V Sanatorium, next at Clare Hall, and then at 
the Central Middlesex Hospital, where as E.M.S. physician 
he had charge of the electrocardiographic department and 
some medical and tuberculosis beds. “‘ When he came to Clare 
Hall in 1942”, writes N. M., “‘ he had already been bombed 
out three times in London, and before that had experienced the 
cruel oppression of the Nazi regime—he lost both parents in 
concentration camps and himself had barely escaped with 
his life. But his vivacity and zest sustained him so well that 
we were scarcely aware of the background of suffering, and 
knew only the active quizzical personality, bubbling with 
ideas and information—always a stimulus.” 

Unfortunately the Membership examination was a barrier 
Benatt never managed to surmount; and without it our medical 
institutions seemed unable to offer him more than temporary 
employment as a chest physician or in research. To this 
medical scholar, happy at a meeting or with a journal, a period 
of general practice in the Midlands was a difficult experience 
(he preferred Welsh miners). What was odd was that, even 
at this time when nobody could give him anything like appro- 
priate employment, he was already treated as a professional 
equal by people in leading positions. The next few years were 
to explain why this was so. 

At 48 his chance came—though not in altogether congenial 
form—when the International Refugee Organisation in 1950 
put him in charge of two hospitals in the Naples area—one a 
general hospital with 150 beds and the other a tuberculosis 
hospital with 130. Strengthened by this experience, he went 
in 1952 to Bangkok as leader of the W.H.O./UNICEF tuber- 
culosis project for Thailand—which he later ably described in 
these columns.' His third venture began in 1954, when he 
went to Tunisia as medical adviser for the American Joint 
Distribution Committee—surveying local conditions and 
training auxiliaries. In each country Benatt found himself 
a representative and exponent of British ideas and methods 
in Medicine, and, because of his acquired belief in many of 
these ideas and methods, he managed to arouse the real interest 
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of colleagues and juniors—Italian, French, and Thai—some of 
whom have since come to this country through his inspiration. 

“ This latter period”’, writes a colleague, “‘ saw the fruition 
of his earlier endeavours, when he was able to use his knowledge 
and contacts to lay the foundations for medical advance in 
communities where it was a paramount need. Not only did he 
organise the medical and surgical treatment of tuberculosis, 
he also introduced and rapidly expanded environmental care 
which previously was non-existent; he visited patients in their 
homes and huts, worked out methods of segregation and 
sputum disposal, and taught the elements of prevention and 
hygiene to his ancillary workers. He saw clearly the importance 
of overcoming the fundamental difficulties occasioned by the 
appalling neglect of social and preventive medicine and was 
stirred to full purpose by what he saw. He was a practical 
idealist, a man of ability with a positive personality—the type 
whose work inevitably possesses that quality which makes it 
survive and grow. Whenever he arrived back from some 
distant land one sensed that increase in stature which comes 
from an immense task well and truly done.” 

“TI knew Alfred Benatt for only about eighteen months 
before he died”’, writes another associate. “‘He had returned 
from working in tuberculosis clini¢s in some of the less 
favoured countries. He believed that we, the well-favoured, 
could do much more to help these countries than we were 
doing. He tried to continue his own help by writing a simple 
manual for tuberculosis heajth visitors and interesting the 
right people in producing a first-class documentary film on 
the control of tuberculosis, in order to stimulate and educate a 
wider audience. In both these projects he was untiring. He 
had the ability to pass on his own enthusiasm and ‘ sell ’ his 
ideas without rhetoric or obtrusive persistence. His ideas 
were not new: the attractive novelty was the determination to 
carry them out. He had no official position or influence; 
only patent honesty and friends. His small book was almost 
finished when he died; the film awaited a backer.” 

In this as in other ways some of his work may be carried on. 
But “ it is as a person that he will be particularly remembered. 
Many who knew him will think of his kindness as a doctor, 
his courage in adversity, his delicate humour and courtesy, 
and the catalytic quality of his conversation—as informative 
as it was engaging.” He died on Feb. 18, and his wife survives 
him with a son and a daughter. , 

JOSEPH WILKIE SCOTT 
M.C., M.D. Glasg., F.R.C.P. 

Dr. Wilkie Scott, consulting physician to the Notting- 
ham General Hospital and Children’s Hospital, died on 
Feb. 16 at the age of 81. 

He was born at Airdrie and graduated M.B, from the Univer- 
sity of Glasgow in 1898. After holding house-appointments he 
settled in Nottingham soon after the turn of the century, and 
he spent the rest of his professional life there. During the 
1914-18 war he joined the R.A.M.C. and served with the 
1/7th Sherwood Foresters (Robin Hoods) in France. He was 
awarded the M.c. for his work in organising the defence of an 
isolated party of survivors in an advanced British trench before 
Gommecourt and looking after their wounded. Later he was 
appointed in charge of a medical division in a base hospital. 

In his first years in Nottingham he was in general practice, 
but soon after his return to Nottingham on demobilisation he 
was appointed to the staff of the General Hospital. He was 
thus one of the diminishing band of consultants who had 
begun as general practitioners, and he often said that he had 
found this experience of great value. He was elected F.R.C.P. 
in 1933. In 1930 he was president of the Nottingham Medico- 
Chirurgical Society and in 1938 of the Pediatric Association. 
He retired in 1946 to Yoxford in Suffolk and he lived there 
until he fell ill about two months ago, when he returned to his 
old hospital as a patient. 

W. T. R. writes: 

Scott’s chief qualities were devotion to work, loyalty, wit, 
and readiness to help his colleagues and patients. An occasional 
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friendly leg-pull was a characteristic. His friendly yet decisive 
manner was a source of great confidence to his patients and to 
his colleagues. An excellent teacher, he was invariably happy 
to have with him on his Sunday morning rounds local practi- 
tioners, who found them informative and stimulating. He was 
a good committee man, his suggestions practical and helpful. 
A reply to a letter, requiring careful wording and good phrasing, 
was often left in his hands, and usually met with the agreement 
of the committee. His recreations were golf, tennis, and, in late 
years, chess; in all of which he met with success and enjoyed 
the friendship of many of his colleagues. After his retirement 
to Suffolk, he was a regular visitor to Thorpeness and Alde- 
burgh courses. 

Dr. Scott married in 1926 Dr. Marjory Godfrey; she 
died two years ago and there were no children of the 
marriage. 


TOBIAS LEVITT 
M.A. Cape Town, F.R.C.S., F.R.C.S.E., F.R.C.S.I. 

Mr. Levitt died in Charing Cross Hospital on Feb. 22 
at the age of 50 after some years of ill health during which 
he had resolutely continued his research on the thyroid. 
His thesis that most pathological conditions of the 
gland can be regarded as aspects of a single disease 
process was set out in his book which was published 
in 1954. 

He was a South African by birth and he began his studies 
in the University of Cape Town, where he graduated M.A. 
with first-class honours in anatomy in 1929 and in physiology 
in 1930. After holding a lectureship in these subjects in the 
university he came to London and continued his medical 
studies at the Middlesex Hospital, qualifying in 1934. After 
holding a demonstratorship in anatomy at the Middlesex 
Hospital he was appointed a surgeon at Paddington Hospital. 
He took the F.R.C.S.1. in 1937. During the late war he served 
in the R.A.M.C. as a surgical specialist. 

After the war most of his time and energy were given 
to his work on the thyroid. He became first assistant 
at the thyroid clinic at New End Hospital, Hampstead, 
and in 1952 gave a Hunterian lecture at the Royal College 
of Surgeons on the status of lymphadenoid goitre, 
Hashimoto’s disease, and Riedel’s disease. Soon after the 
publication of his book he was awarded travelling fellow- 
ships by the Kellogg Foundation and by the International 
College of Surgeons. He spent the next year lecturing in 
the United States on diseases of the thyroid. Since 1956 
he had: been attached as a research-worker to the Royal 
Marsden Hospital while preparing his book on malignant 
disease of the thyroid gland. 

For some years he had been a lecturer in surgery to 
the Fellowship of Postgraduate Medicine, and of his work 
as a postgraduate teacher W. W. D. writes: 

Toby Levitt was probably the only person who obtained all 
three surgical fellowships by examination in the days before 
the primary was reciprocal. Perhaps it was this experience 
that enabled him to understand so well postgraduates who 
were striving to pass the final F.R.c.s. He will be remembered 
all over the Commonwealth and particularly in India for the 
endless trouble he took with these students. Many who had 
abandoned hope of ever passing the examination found new 
hope with him. The various details and hazards of the fellow- 
ship were rehearsed continuously: what to wear, how to stand, 
how to speak—no detail was too small for him. When the day 
came, many candidates found the examination an anticlimax, 
having attended his course in the wards of New End Hospital. 
Generous of heart, he often refused financial reward for his 
teaching. In 1952 his Hunterian lecture held his audience 
spellbound, and it will long be remembered as a model of its 
kind. His large volume on the thyroid provoked world-wide 
discussion. Produced with the same meticulous care which 


characterised his teaching, its concepts, although unacceptable 
to many, were stimulating and thought-provoking, and led to 
advance in the subject. 


NORTON MILNER 
M.R.C.S. 


Dr. Norton Milner, who died on Feb. 12 at the age of 
83, was in practice in Sheffield for over fifty years, and 
for many years he was also anesthetist to the Sheffield 


Royal Infirmary. 

He was born in Sheffield, the eldest son of the late Isaac 
Milner, J.P. He studied medicine at the Sheffield Medical 
School and at University College, London, qualifying in 
1898. After spending two years in resident posts at the Royal 
Hospital, Sheffield, he settled in practice in Millhouses, then 
a small village near Sheffield. To keep up his connection with 
hospital work he acted as honorary anesthetist at the Royal 
Hospital for some years, and during the 1914-18 war, with 
the rank of captain, R.A.M.C.(T), he served as anzsthetist 
to the 3rd Northern General Hospital in Sheffield and the 
59th General Hospital in France. After the war he joined the 
staff of the Royal Infirmary, Sheffield, as an anesthetist, 
and was attached to the surgical professorial unit. 


E. F. writes: 

After Dr. Milner’s elder son joined him as a partner in 1932 
he had leisure to cultivate his hobbies of geology and biology. 
He formed a valuable collection of semi-precious stones which 
he had found and polished ; and his advice was sought 
by jewellers from a wide area. He was a keen golfer and for 
many years was the secretary of a large local golf club. During 
the late war his partner was away for four years, and the extra 
work of the practice was a great strain to his health. During 
his less active later years he resuscitated his early bibliographical 
knowledge and interests, and formed a collection of books. 
His life was indeed full but his primary interest was always 
medicine. His ideals of practice were the highest and his 
numerous patients must be grateful especially for his knowledge 
of the art as well as the science of medicine. 


Dr. Milner’s wife died two years ago. 
daughter and two sons. 


He leaves a 
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mm, 3. oF Phe ae D.P.M.: senior assistant psychiatrist, Middlewood 

OSpit: 

BUCHAN, * R. +» M. .. Surh.: : assistant M.O.H. and school M.O., Newcastle 
upon Tyne. 

Day, B. L., B.M. Oxon., F. _ A. as c.S.: consultant anesthetist, Royal National 
Orthopedic Hospital, London. 

Dipssury, BRIAN, M.B. Manc., D.P.H.: deputy M.O.H., school M.O., and 
deputy port M.o., Great Yarmouth. 

GLYNN, Me errs, M. R.C. S.: school M.O., Birmingham. 

GouLp, R. A., M.B. Lond. : assistant M.o., Tadworth Court (annexe of The 

Honpical tor "Sick Children, Great Ormond Street, London), Tadworth, 

urre’ 


ae G. b, M.B. Durh.: assistant M.O.H. and school M.O., Newcastle 


n Tyn 
Hay, ¥ "w. m. B. Durh., D.P.H.: area executive M.O., south-east area and 


M.O. H., Whitley Ba Longbenton and Seaton Valley. 

KAUFMAN, ‘LEON, M A.R.C.S.: senior registrar in anzsthetics, 
The Hos ~~ for: Sick Children, Great Ormond Street, and University 
nov ospital, London. 

a » Saaan M.B. Birm., D.A.: anzsthetic registrar; United Norwich 

ospit 


Parr, D. J., M.D. Lond., D.P.M.: part-time $.H.M.O., department of psychiatry, 
London Hospital. 
ae RICHARD, M.B. Cantab., F.R.c.S.: consultant thoracic surgeon, 
= = ‘ook General Hospital, London, and Preston Hall, Aylesford, near 
aidstone. 


National Dock Labour Board: 
JACKSON, J. M., F.R.C.S.: M.O., north-west region. 
ag Ww. A. S., M.R.C.S.: assistant M.O., north-west region. 
Puituirs, R. K., M.R.C.S., D.1.H.: M.O., south-west region. 


Welsh Regional Hospital Board: 
Harris-JOnegs, J. N., M.D. Lond., M.R.C.P.: consultant in general medicine, 
Lianelly and d Bryntirion Hospitals. 
Jenkins, D. C. W., M.B. Lond., D.P. a cae psychiatrist (S.H.M.O.), 


) Ab wy Hospital, Bridgend, Glamorgan. 
oo , aumem M.B. Edin.: senior casualty officer, Barry Accident 
ospit: 
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CONTROL OF DRUGS IN HOSPITALS 

Tue Ministry of Health! has drawn the attention of hospital 
authorities to the report by a Subcommittee of the Central 
Health Services Council * on the control of dangerous drugs 
and poisons in hospitals. The Minister broadly accepts the 
Subcommittee’s recommendations; and he asks hospitals to 
unify their practices, since uniformity has advantages when 
staff move from one hospital to another. 

The Minister, though agreeing that the strict checking 
recommended by the Subcommittee is essential with dangerous 
drugs and schedule-I poisons, and where calculation or 
intricate preparation is needed, recognises that strict universal 
application of the rules is not practicable. .Where additional 
cupboards or fluted bottles are needed, these should be 
obtained as opportunity offers. Authorities are asked to take 
all steps to ensure that every hospital has at least the part-time 
services of a pharmacist, though shortage of applicants may 
cause delay. 

The Minister also refers to the dangers of injecting wrong 
golutions, and makes recommendations: the person giving the 
drug must always check the label; single-dose ampoules are 
best, with labelling in the long axis; orders for injectable 
materials should be not in speech but in clear writing; and 
full details of premedication (which can be recorded on a label 
on the patient’s wrist) should be studied before any further 
drug is given. 


NEW DIRECTIONS IN AUSTRALIA 

IN 1956-57, says Sir Macfarlane Burnet,’ there was a 
significant shift in the orientation of the major work of the 
Walter and Eliza Hall Institute, of which he is director; the 
emphasis has been increasingly on immunological topics. The 
auto-immune complement-fixation test was elaborated during 
attempts to find a complement-fixing antigen, in the livers of 
people dying of infective hepatitis, specific for infective- 
hepatitis virus. One such liver gave positive reactions with 
serum from people who had had hepatitis; but similar antigens 
were found in healthy livers and ultimately in other tissues 
and other species. High titres of reagent were found in the 
serum in disseminated lupus erythematosus, lupoid hepatitis, 
and macroglobulinemia; the reagent is in the y-globulin 
fraction (in the macroglobulin fraction in macroglobulinemia). 
Dr. D. C. Gajdusek, who developed the test, does not think 
that there is enough evidence to say whether the reagent is 
an antibody produced against a modified tissue component or 
an adventitiously reactive globulin arising for some non-specific 
reason. 


CHANGES IN KUALA LUMPUR 
Last year * we referred to the impressive scope and quality 
of the research in Malaya at the Institute for Medical Research, 

Kuala Lumpur. The latest annual report of the Institute ° 

expresses doubts as to whether this work will continue. With 

Malayan independence is to come replacement of Europeans 

in the public service by Malayans; and, though expatriates in 

the Institute may continue to work there until 1965, all might 
retire with pension and gratuity after last July, and some must 
retire because of age by 1962. Over three-quarters of the 

Institute’s senior workers are affected, and unhappily local 

graduates have lately shown little inclination to join the 

Government medical service. Apart from the sad effect on 

practice of the want of research, a cut in the work of the 

Institute would deprive clinicians of much of the laboratory 

1. H.M. (85) 17. __ ? 

2. Central Health Services Council: Report of the Joint Subcommittee on 
the Control of Dangerous Drugs and Poisons in Hospitals. H.M. 
Stationery Office, 1958. See Lancet, Feb. 22, 1958, p. 422. 

. Walter and Eliza Hall Institute of Medical Research, Melbourne: the 
director’s thirty-eighth annual report, 1956-57. 

. Lancet, 1957, i, 1306. 


. Annual Report of the Institute for Medical Research for 1956. Kuala 
Lumpur, 1957. Pp. 131. $2-50. 
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assistance that they may now call on. We hope that, in the new 
atmosphere which must come with independence, more local 
graduates will join the Institute and carry on its indispensable 
work, 


EUTHANASIA 

Tue Euthanasia Society, which bears as its subtitle “a 
society for obtaining the legalisation of voluntary euthanasia ”’, 
was founded in 1936 by the late Lord Moynihan. In that year 
a Bill was laid before Parliament to give legal protection to 
a doctor who acceded to a patient’s request for “ merciful 
release ”’ in certain circumstances, particularly intolerable pain 
associated with incurable disease. The Bill was rejected, as 
was another in 1950; but in the latter case it was thought that 
the defeat was due to dislike of the complex safeguarding pro- 
cedure of interviews and documents. The society is now con- 
cerned to devise a simpler procedure in the hope that a new 
Bill might command more support. It also undertakes propa- 
gaada activities, and is anxious to enrol medical members. 
The hon. secretary is Miss G. F. Fishwick, 86, Rochester 
Row, London, S.W.1. 


NATIONAL SOCIETY OF NON-SMOKERS 

IN its campaign to warn the public against the dangers of 
smoking and to deter the young from starting the habit, the 
National Society of Non-smokers has distributed information 
to public figures, conducted .essay competitions for school- 
children, secured “ non-smoking ” accommodation in public 
places, and given advice to smokers who wish to stop the habit 
but find it hard to do so. To support these activities the 
society needs money, and it asks for gifts to be sent to the 
honorary secretary, the Rev. H. V. Little, 138, East Dulwich 
Grove, London, S.E.22, 


*" NEW SEX GUIDANCE BOOKLET 
Into the entirely new version of its booklet Sex in Marriage,* 
the Marriage Guidance Council has packed much sound 
information and advice about the emotional and physical 
aspects of sex, including contraception. It can be obtained 
from most bookstalls or by post from the Council, 78, Duke 
Street, London, W.1. 





University of Leeds 

Mr. W. P. Black has been appointed lecturer in obstetrics 
and gynecology. 
University of Bristol 

On Thursday, March 20, at 8.30 P.M., at the Royal Fort, 
Bristol, Mr. T. E. Cawthorne will give the Patrick Watson 
Williams lecture. His subject will be facial palsy. Admission 
is by ticket obtainable from the registrar, The University, 
Bristol, 8. ‘ 


University of Edinburgh 

The following appointments have been made: 

Dr. Mary Moss, lecturer, general practice teaching unit; Dr. Philip 
Myerscough, lecturer and member of the clinical teaching staff, and 
Dr. Morton Pearson, member of the clinical teaching staff, obstet- 
rical and gynecological department; Mr. John Chalmers, lecturer, 
orthopedic surgery department; and Dr. Ian Smith, assistant, 
pathology department. 


Noise 

A conference on this subject, dealing particularly with noise 
in industry, organised by the British Occupational Hygiene 
Society, will be held in London on Tuesday, April 1, at 11.15 
A.M, 

Mr. T. E. Cawthorne will speak on the physical disturbances 
produced by excessive noise, Dr. T. S. Littler on techniques of 
measuring noise, Dr. A. E. Carpenter on the disturbance of mental 
performance caused by noise, and Mr. N. Fleming and Mr. W. C. 
Copeland on the suppression of noise. Further details can be had 
from the hon. scientific secretary, Dr. D. Turner, Associated Ethyl 
Company Limited, Ellesmere Port, Cheshire. 

i. [eS ae Sex in Marriage. Pp. 24. 
1s. (postage 3d. 
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Royal College of Surgeons of England 

On Wednesday, March 19, at 4 p.M., Prof. W. D. M. Paton 
will give the Joseph Clover lecture of the Faculty of Anzs- 
thetists on mechanisms of transmission in the central nervous 
system. On Friday, March 28, at 4.30 p.m., Sir Stewart Duke- 
Elder will deliver the Lister oration on the emergence of vision 
in the animal world. Both lectures will be given at the college, 
Lincoln’s Inn Fields, London, W.C.2. 


Royal Faculty of Physicians and Surgeons of Glasgow 
The Faculty is to receive £20,000 from the Bloch Trust 
to meet the cost of a new lIecture theatre (Manchester Guardian, 
Feb. 22, 1958). The trust, a charitable foundation of over 
£400,000, was set up a few years ago by Sir Maurice Bloch. 


National Association for Maternal and Child Welfare 

This association is holding its annual conference from 
June 24 to 27 in Glasgow. The subject will be the changing 
emphasis in maternal and child care. 

The speakers will include Sir Kenneth Cowan, Dr. Angus 
Thomson, Dr. C. D. Williams, Dr. Andrew Curran, Dr. F. H. Stone, 
Dr. Samuel Harvey, Dr. Margaret Scott, Dr. W. W. Fulton, and 
Dr. R. A. Shanks. Further particulars may be had from the secretary 
of the association, Tavistock House North, Tavistock Square, London, 
W.C.1. 


Mental Health in the Public-health Field 

The northern branch of the National Association for Mental 
Health, with the department of adult education and extramural 
studies of the University of Leeds, will hold a residential 
course on this subject for medical officers of health from 
April 11 to 19. Further particulars may be had from the 
branch secretary, 9, Mount Preston, Leeds 2. 


New Academy in Singapore 

Specialists in all branches of clinical medicine in Singapore 
have lately formed an Academy of Physicians and Surgeons. 
The office-bearers for 1957-58 are : 

Master, Prof. G. A. Ransome; assistant master, Prof. E. S. 
Monteiro; scribe, Mr. Y. Cohen (Surgical Unit A, General Hospital, 
Singapore, 3); bursar, Dr. G. H. Garlick; bedel, Mr. D. W. C 
Gawne; censors, Prof. R. J. S. Tickle and Dr. C. E. Field. 


Life Insurance Medical Research Fund of Australia and 
New Zealand 

This year this fund will award grants in aid to institutions 
and research fellowships to stimulate and support research on 
cardiovascular function and disease. Application forms may 
be had from Dr. J. H. Halliday, medical director of the fund, 
87, Pitt Street, Sydney, N.S.W. The closing date is July 1. 





Owing to the illness of Sir Geoffrey Jefferson the Hugh Cairns 
memorial lecture, which was to have been given to the Society of 
British Neurological Surgeons on March 14, has been postponed. 


Courses for candidates for the D.M.R.D. and D.M.R.T. starting in 
October, 1958, are now being organised by the Faculty of Radio- 
logists. Further information will be found in our advertisement 
columns. 


On March 26 Wolverhampton Town Council, at a special meeting, 
will consider the recommendation of their general-purposes com- 
mittee that the honorary freedom of the borough be conferred on 
Dr. J. H. Sheldon. 


The Chartered Society of “ Queen Square ” will shortly hold an 
election for vacant pensions (£20 per annum each). These are 
awarded to needy patients with incurable nervous diseases. Forms 
of application may be had from the secretary of the society, Queen 
Square House, Queen Square, London, W.C.1. 


The tenth anniversary of the foundation of the “ British volume ” 
of the Journal of Bone & Foint Surgery was celebrated in London on 
Feb. 14, at its editorial office at 82, Portland Place, W.1. Sir Walter 
Mercer, as chairman of the British editorial board, presented a salver 
to the British editor, Sir Reginald Watson-Jones; and Sir Gordon 
Gordon-Taylor paid an external tribute to this orthopedic enterprise. 
The journal is published in ten annual numbers, of which four are 
British. The American editorial office is at 8, The Fenway, Boston, 
Mass. 
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MARCH 2 TO 8 


Monday, 3rd 
POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.1 
4 p.m. Dr. Philip Hugh-Jones: Mechanical +. in Respiratory 
Diseases; Bronchoscopy. (Films.) 


Tuesday, 4th 

St. Mary’s HosprtaL Mepicat ScHOoL, W.2 
5p.M. Mr. C. J. Dewhurst: wegen <8 Sen end Enters. 

oy OF NEUROLOGY, Queen Square, W.C.1 


5.30 P.M. Prof. N. F. : Bi try of Coma. 
INSTITUTE OF ay Lisle "Street, W.C.2 
5.30 oh Gray: Cosmetic Materials. 
‘CHESTER 
4.30 P.M. (Medical Schi Se ed of Manchester.) History of 
Medicine. Dr. A. Robb-Smith: Evolution of Medical 
y sry oF 8. 
NIVERSITY OF ST. ANDREWS, Queen’s College, Dundee 
5p.M. Mr. J. F. Riley: Recipes for Research. 
Wednesday, 5th 


Roya. Society oF MEDIC: 1, Wimpole Street, W.1 
5.15 p.m. History of Medicine. Dr. Ffrangcon Roberts: The Medical 
—— to the Rise in Population during the isthe and 19th 
nturies 
8 p.m. Surgery. Dr. Marc Iselin (Paris), Mr. J. N. Barron, Mr. L. W. 
Plewes: Hand — 
POSTGRADUATE MEDICAL SCHOO: 
2P.M. Dr. Cuthbert oy Surgical Pathology of Rectal Cancer. 
C1spA FOUNDATION 
. (26, Portland Fieee, W.1.) Prof. Daniel Bovet (Rome): Experi- 
mental Basis of Neuroleptic and T: ee Therapy. 
INSTITUTE OF DISEASES OF THE CHEST, a S.W. 
5 P.M. Dr. J. L. Livingstone: Pros Cons of Steroid Therapy for 


INSTITUTE OF DERMATOLOG 
5.30 P.M. Dr. R W. Riddell: Role of Yeasts in Skin Diseases. 
OxForD HL 
5 p.M. (Radcliffe Infirmary.) Dr. C. W. Taylor: Value and Limitations 
of aay 2 epee in Gynecology. (Litchfield lecture.) 


MIDLAND MEDICAL 
8.15 P.M. wa (Birmingham Ms m Medica Institute, Edgbaston.) Dr. Philip Gell: 
‘aradox 
64, St. 


NOTTINGHAM Maptco-CalimunascaL Society, 
Nottingham. 
8.30 P.M. Prof. John Bruce: A Surgical Gossip. 
CHESTER MEDICAL SOCIETY 
4.30 P.M. (Medical School.) Medicine. Prof. Melville Arnott: Regional 
Bi ow in Health and Disease. 
Mep1co-CHIRURGICAL SOCIETY OF OF EDINBURGH 


8.30 P.M. (18, Nicolson Street.) Mr. 
Cerebro-vascular Accidents. 


Thursday, 6th 
Royal Society OF MEDICINE 
5 p.M. United Services. Melee . J.C 
Bulow, Lieut.-Colonel R 
Respiratory Tract Infecti: 
8p.mM. Neur Dr. D.HM.\ Woollam, Dr. J. W. Millen, Dr. William 
Blackwood, Mr. Joe Pennybacker: Vascular Disease of the Spinal 


NUFFIELD ~ Srinoranic CENTRE, Wingfield-Morris Orthopedic Hospital, 


‘or 
8.30 p.M. Prof. J. Trueta: Medicine in Brazil. 
ae) eet eobet Hi po top oy ped ) Dr. E. G. L. Bywat 
7 P.M. ospital, on. r. ywaters : 
— Diseases as they Aff 
LiveRPOOL MEDICAL INSTITUTION, 114, Mount Plensant, Liverpool, 3 
4.30 P.M. (with Manchester Medical Society.) Dr. Ralston Paterson: 
Breast icer—| Report of Two Clinical Experi- 
ments. Mr. Ian Orr: Surgical Surprises in the Small Intestine. 


Friday, 7th 


James’s Street, 


<6. Lowe, Dr. J. A. Simpson: 


Hart, = tae G. — 
. Johnstone, Colonel T. M. Pace 


5.30 P.M. Anasthetics. Dr. H. C. Churchill-Davidson, Dr. C. F. Scurr, 
The Extracorporeal Circulation. 


Ss of Arteriosclerotic Arteries. 
4 P.M. “pME RE Tunbrdees The led Col Diseases. 
INSTITUTE OF YNGOLOGY AND Cusoee, 330, Gray’ , _ Road, W.C.l 
3.30 p.m. Mr. Charles Heanley: Facial Reconstructi: 


YEARSLEY LECTURE 
5.15 P.M. qd. Wimpole Street, W.1.) Mr. Francis McGuckin: Recent 
Developments in Tympanoplastic Surgery. 





Births, Marriages, and Deaths 





BIRTHS 


Mann.—On Feb. 20, to J wife of Dr. Trevor P. Mann—a sister for 
Michael, Nicholas, and and Philip. 
DEATHS 


Contin. —On Feb. 4, in Middlesbrough, Arthur Conlin, M.B. Dubl. 








A semi-permanent exhibition on cytology, by Dr. Henry Haber, 
will be held from March 7 to 28 at the Institute of Dermatology, 
Lisle Street, London, W.C.2. 
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Caleipes V 








BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 





SUSPENSION 


Calcipen-V Suspension 
is a palatable, 
ready-prepared 
suspension of calcium 
penicillin V, containing 
the equivalent of 60 mg. 
of penicillin V in each 

§ ml. It is supplied in bottles of 60 ml. 

Calcipen-V is also supplied as tablets containing 
the equivalent of 60, 125 or 250 mg. of penicillin V. 
Professional sample and detailed literature 

gladly sent on request. 
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When a mother cannot breast-feed her baby, the best available substitute is Humanised 
Trufood. This is not simply a dried milk : it is a spray-dried modification of cows’ milk, 
specifically designed to meet the needs of the normal infant from birth. The total 
protein content, as well as the ratio of casein to soluble protein, approximates to that 
in human milk. The only carbohydrate present is lactose, in a quantity raised to 
breast milk standard so that no further additions are necessary. The full fat content 

is in highly emulsified form. Further information can be obtained from 
Trufood Limited, 113 Newington Causeway, London, 8.E.1. 
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SBC RmOLOIRE for the best babies - 
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TRUFOOD CEREAL FOOD 


TFD 96-7249-100 


HUMANISED TRUFOOD + SPOONFOODS .- 
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“But, Doctor, 






I sleep © 
so badly” 








Wirat she needs is a good night’s rest. But 
she sleeps badly —and all the worse, for 
worrying about it. . 

In such a case, a simple, natural approach to 
the problem is the best. The beneficial effects of a 
warm milk drink at night are well 
known, and many doctors recognize Horlicks 
to be an ideal nightcap. 

Horlicks is partially predigested. It is 


suitable for patients of all ages. 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= | mgm. of d.1. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 





THE SAFEST AND BEST 


PREPARATION OF OPIUM 








Nepenthe holds pride of place among the many 
preparations of Opium produced over the last 
100 years. Containing all the constituents of 
Opium, it does not cause the usual unpleasant 
after-effects, and is constantly effective over long 
periods. 

At the request of many doctors Nepenthe has been 
produced as a sterile solution for parenteral 
injection, and both oral and sterile solutions can 
be prescribed with complete confidence. 

Packed in 2, 4, 8 and 16-o0z. bottles and for 
injection in 4-oz. rubber-capped bottles, sterile, 
ready for use. 








REGD 


NEPENTHE 


FERRIS & CO LTD 


FERRIS, BRISTO!I 


BRISTOI 


Ti cephon L381 felevramys 




















CHOOSE RIGHT 


for your patient’s need. He will get full benefit from 
a stay in one of the German health resorts. Bathing 
and climatic cures are beneficial at any time of year. 
They have been tried and proved by doctors the world 
over. 


Information and balneological literature from: 


German Tourist Information Bureau, 
6 Vigo Street, Regent Street, London, W.1 
or 
Deutscher Baderverband, Bonn, Poppelsdorfer 
Allee 27. 
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6 Eminentiy 


for rmedi 


‘In view of these analytical and 
general evidences, this brandy 
may be described as particularly 
suitable for medicinal purposes’ 


See Lancet, Fuly 22, 1899, p. 219 


‘The evidence both of analysis 
and taste indicates that the high 
standard of purity and quality 
has been maintained and that 
the brandy is eminently suitable 
for medicinal purposes’ . 
See Lancet, May 7, 1932, p. 992 





































WAIL 2 , 
s 15- aT Sipeltes holidays 


“SEE SPAIN" BOOKLET “APAL" BOOKLET 
COSTA BRAVA ALL ONcA. Conducted “Stars of Italy’ coach 
IBIZA, SITGES, TARRAGON tour visiting MILAN, FLORENCE, 
BARCELONA, SAN SEBAS. | ROME. RIMINI, 

TIAN, COSTA BLANCA VENICE, CAPRI. gns 
Escorted departures by rail from Escorted call holidays from 24 gns 






Easter to Oct. from 

ann Sh 25 ans | AIR HOLIDAYS — from 3g isis 
AIR HOLIDAYS and 

COACH TOURS irom SD ans | Send for your FREE copy, of the 


SEE SPAIN LTD | APAL TRAVEL LTD 


(Dept. 
78 New Outosdee St. London W. ca | 287 High Holborn Brose w.cat 
or authorised agents. 
















Continental Holidays 


NOT MASS PRODUCED 
ill find our 
dislike grouP travel you Ww! oe 
pr e just wha 


ices AND personal servic 
éi want. 


Brochure from 

BUSINESS AND HOLIDAY Teave vere 
GRAND ee TRAFALGA' 
ONDON, w.C.2. 
—* WHITEHALL 4114/5 

















Highly Efficient in 
INFANT ECZEMA 


Because of its freedom from harsh, irritating 
drugs, soothing Resinol Ointment is especially 
grateful in the external treatment of infant 
eczema. Quickly allays itching. Simple and 
painless in application. Provides sustained 
action, and does not interfere where other 
forms of therapy are also indicated. From 
all chemists. 


RESINOL ano soar 


Full particulars from J. M. CURRY Agent for 





THE RESINOL CO., 12, FITZROY STREET, LONDON W.! 











HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 


Apply to Dr. J. A. SMALL Telephone: Norwich 20080 


NORTHUMBERLAND HOUSE 


Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel.: FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Renereneer Socy. 


Deep insulin coma unit, psychotherapy, etc. 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


PRESIDENT: THE EARL SPENC ER 
F.R.C.P., 


MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., 
This Registered Hospital is situated in 130 acres of park and pleasure grounds. 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; 
of both sexes are received for treatment. 
rooms with special nurses, male or female, 


can be provided. 


WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, 


in the 


Careful clinical, biochemical, 


bacteriological, 
Hospital or in one of the numerous villas in the grounds of the various branches 


D.P.H., D.P.M. 


FOR NERVOUS AND 
MENTAL DISORDERS 


Voluntary patients, who are suffering from 


temporary patients, and certified patients 


and pathological examinations. 


Private 


to which patients can be 


admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental ‘and Nervous Disorders by 


the most modern methods; 


bacteriological, and pathological research. 


MOULTON PARK. 
and farm of 650 acres. 
Moulton Park. 
farming, gardening, and fruit growing. 


BRYN-Y-NEUADD HALL. The seaside home of St. 
amidst the finest scenery in North Wales. 
Patients may visit this branch for a short seaside change or for longer periods. 
There is trout-fishing in the park. 


Llanfairfechan, 
boundary. 
house on the seashore. 


For terms and further particulars apply 
ean be seen in London by appointment. 


Milk, meat, fruit, 
Occupational therapy is a feature of this branch, 


insulin treatment is available for suitable cases. 
Psychotherapeutic treatment is employed when indicated. 

Two miles from the Main Hospital there are several branch establishments and villas situated in a 
and vegetables are supplied to the Hospital from the farm, 
and patients are i 


On the North- 


to the Medical Superintendent 


gardens, and erchaee 


It also contains Laboratories for biochemical, 


yark 
s of 


ven every facility for occupying themselves in 


Vest side of the 


(TELEPHONE: 


Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Estate a mile of sea coast forms the 


The Hospital has its own private bathing 


Northampton 4354, 3 lines), 
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CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
Private road to the beach 


In the same grounds, ROWDENS, a comfortable house with lovely views. 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Telephones—TEIGNMOUTH 289 and 537 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P 


Beautiful garden and own dairy in 35 acres 





Inclusive charges 





of disease, except 





Nursing, dietetic, massage, x-ray and laboratory departments 





Apply SecrETARY 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 


treatment of all forms infectious and mental 


Central heating and a lift to all floors 


Telephone: Ruthin 66 








THE MEDICAL PROTECTION SOCIETY .umitep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: 41 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page | BACTERIOLOGY Cardiff. Glan Ely. H.O a ae 
SECTION 38 | South Africa. Provincial Admin. of Glasgow. Htobrovston. Jr. Hi -M.O. rr 
i Med. Pract. , Ne <. Kelling. Sr 5 
ADMINISTRATIVE “uae _— wes Shei 40 Rackéned, Mnves- 4 Locum Reg. 47 
Birmingham R.H.B. Asst. Sr.M.O... 39 : : ae DENTAL SURGERY 
CARDIOLOGY 
ee bee ee National Heart, W.1. P.-t. Asst. Cons. 39 | Newcastle R.H.B. Cons. 40 
North East Met. R.H.B. vw. 41 | Adelaide, South Australia. Royal Ade- EAR, NOSE, AND THROAT 
nen Middlesex, N.18. H.¢ 41 laide. P.-t. Sr. Regs 49 * - i : 4 
Peter’s, St. Paul’s & “a ‘Philip's s, bm Os B- oe a Ipswich & East Suffolk. H.O. 5 
Ww C.3. 41 | CASUALTY Scotland. Western R.H. B. Reg. 47 
Birmingham R.H.B. Reg 42 | Hackney, E.9. H.O. 41 | Taunton & Somerset. s “4 6 . 
Canterbury & Isle of Thunet wM.C. St. Charles’, W.10. Sr. H.O. 41 Wolverhampton. Roya "St. 1... 
Locum Cons. or Sr. H.M.O. 40 | West London, W.6. Sr. H.0 42 | GERIATRICS 
sr yi bey AT? , Law. Locum Bury St. Edmunds. West Suffolk Bristol. Manor Park. Jr. H.M.O. 43 
Sr. H.O. or Jr. H.M.¢ on 43 Gen. Jr. H.M.O. . .. 43 | Manchester R.H.B. Reg. 46 
Leet Ly i B. ioe um 7™ - 45 Colchester Group H.M.C. Sr. H.0. 44 | Watford. Shrodells. Sr. H.O.. 48 
400: B. Reg. .. 0 cdgware Gen. S oO. 
Leeds United Hosps. Regs. 45 Saoeue ao x He M.O. =: INFECTIOUS ene od Jr. H.M.O. 47 
Newcastle R.H.B. Sr, Reg. .. 46 | Leamington Spa. Warneford Gen. ppt. Sant De or HUB. R 47 
Northwood. Mount Vernon. Reg. 46 Sr. H.O. «45 | Scotland. South-Eastern R. vase 
Slough. Upton. Reg.. 47 | Newcastle Gen. Sr. H.O. 46 | MEDICINE 
Ta _ ‘anadian Red Cross Mem. Rochester, Kent. St. Bartholomew’s. Bethnal Green, Es. Pre-reg. H.O. 40 
48 Sr. H. .. 47 | Brook Gen., 8.E.1 Sr. H.O.’s 41 
Ww iy Dorset Group H. M.A "Re 48 Slough. U ‘pton. “Loc um Sr. H. oO. 47 | Chingford, E.4. or H.O - Ag 
York. County, ay. Military “ Ful- Swindon & Dist. H.M.C. Sr. H.O. 48 | Hosp. of St. John & St. merianes 
ford. Sr. H.¢ .. 48 | Weymouth & Dist. Sr. H.O. .. 48 N.W.8. P.-t. Reg. .. .: 41 
Dublin. Dr. Sisowens’ ‘Hosp. ‘Cons... 40 Lambeth, 8 _ 11. Reg. 2 41 
Ibadan, Nigeria. University ( ae CHEST AND TUBERCULOSIS London, E.1. & North East Met. 
Hosp. 49 | Brompton, 8.W.3. H.O.’s <i .H. Sr. Reg. 41 
U.S.A. U niversity of Minnesota Med. Canterbury. —_ & ¢ ‘anterbury. Sr. North East Met. ft H.B. Regs 41 
« ‘enter. Residencies ry ae. « 2 .. 43 | University College Hosp., W.C ae Reg. . 42 
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Altrincham Gen. =. -_ 0. 

Ashford, Middx. 

Bebington. gg 

Bishop’s peng rts S “Essex 
Gen. Pre.-reg. E 

Blackburn. Son's ~ am Sr. H.O.. 

Bradford Royal Infy. Sr. H.O. 

Brighton. Royal Sussex County. 
Pre-reg. H.O. = ‘ 

Cardiff United Hosps._ Sr. 

Carshalton. St. Helier. . 

Enfield. War Mem. Sr. 

ae ay East Lothian. Roodlands 


Gen. H.( 
— rsfield’ inty. 


Reg... . 


Royal 


Huiderefie ld. St. Luke’s. Sr. H.¢ 
Isleworth. W wad Middlesex. P.-t. dain. 
Assts. (G.P.s 
Keighley & Dist. Victoria. H.O. 
— Westmorland County. Sr. 
oO 


Leeds R.H.B. 
Leeds R.H.B. 


Pre-reg. 


Locum Regs. -R 
Regs. . 


Leeds United Hosps. Sr. H.O. 
Liverpool R.H.B. P.-t. Cons. 
Liverpool. Waterloo. Jr. H.M.O. 


Newton Abbot. Sr. H.O. 
Oxford R.H.B. Reg. . os 
Paisley. Royal no xandra Infy. Jr. 

H.M.O. oi 
Scotland. 


Western R.H.B. Regs. 


Shrewsbury. Royal Salop Infy. Cop- 
thorne. H.O. os yt 
ery East Met. R.H. B. Reg. 
Albans City. H.O ¥ “7 
Ww hitehaven, ¢ jeans, Pre-reg. 
1.0. or Sr. 
Wigan & Leigh H.M.C. Sr. H.O 
Tasmania. Launceston Gen. Deputy 
Supt. .. - bid 
NEUROLOGY 
wry Hosp. 5, 2 for a 
Child. Jr. H. 
NEUROSURGERY 


West End Hosp. for Heupelegy & 
Neurosurgery, W.1. Reg. ale 
Newcastle R.H.B. Reg. 


OBSTETRICS AND GYNZCOLOGY 


Central Middlesex, N.W.10. H.O. 
Mothers’ (Salvation Army), E.5. Sr. 
0. 


H. wie 
North West Met. R.H.B. P.-t. Gons. . 
Thorpe Coombe Maternity, E.17. H. 0. 
Birmingham. Sorrento M aty. H.O.. 
Brighton. New Sussex Hosp. for 

Women & Sussex Maty. H.O. " 
Bristol. Southmead Gen. Meee. Group 

M. H.O. 

Chertsey. St. Peter’s. Sr. H.O. or Pre- 

reg. H.O. 

Chichester. St. Richard’s & Royal 

West Sussex Hosps. Sr. H.( 
Enfield. Chase Farm. Pre-reg. tL. o.. 
Hastings. Buchanan. Locum H.O. 
Isleworth. West Middlesex. P.-t. Clin. 


Assts. (G.P.s) “5 ais 
Manchester United Hosps. & R.H.B. 


Sr. Reg. ea ~~ 
Nottingham ( ‘ity. Sr.-H.O. or H.0. 

Nottingham City. Reg. ei 
Se = South-Eastern R.H.B. Sr. 


Shrewsbury. Cross Houses. . ’ Pre-reg. 
Stirling | & Clackmannan  Hosps. 
B.O.M. H.O. ba = - 
Stoke-on-Trent. City Gen. Pre-reg. 
H.O. <a ion ae 
OPHTHALMOLOGY 
University College Hosp., W.C.1. 
P.-t. Sr. Reg.. y if 
af ead College Hosp., W.C.1, Sr. 
oO > 
Aylesbury. Royal Bucks. H.O. 


Leeds R.H.B. P.-t. an 
Leeds R.H.B. Reg. - 
New Zealand. Palmerston’ North 

Hosp. Board. P.-t. Asst. Surgeon. . 


ORTHOP2ZDICS 


Whipps Cross, E.11. H.¢ 
Heatherwood Ort hopwedic. 


Cons. 


Ascot. 
).’s. 
Ashford, Middx. H. 0.’s 
Brighton Gen. H.O. 
Bury St. Edmunds. ” West ‘Suffolk 
Gen. Pre-reg. H.O. or Sr. H.O. 
Cambridge. Addenbrooke’s. Reg. 
Carluke. Lanarkshire. Law. Jr. 
H.M.O. & H.O. de Ss 7 
Chertsey. St. Peter’s. Sr. H.O. or 


Pre-reg. 


Colchester Group H.M. C. Locum Reg. 


Oren 
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Ipswich & East Suffolk. H.O. 
Isleworth. i 4 eee prs -. -t. Clin. 
Assts. (G.P. ° 
Leeds R.H.B. Locud ‘Regs. .. 
Lewes. Chailey Herltas d 
School & Hosp.) Jr. H.M.O. 
Manchester R.H.B. 


North West Met. R. 
Reading. Battle. 


(« ‘raft 


H.O. 


Sogene. South-Eastern R.H.B. 
Reg 5 

Sueoudvery. Royal Salop Infy. Sr. 
H.0. . ‘ oid i ne 

Southampton. Royal South Hants. 
Sr. H. a os a“ + 

South West Met. R.H.B. Sr. H.M.O. 

PADIATRICS 

Mile End, E.1. Sr. BG. 

Hosp. for Sick Child., -e.: Reg. 


Ashton, Hyde & Glossop H.M.C. Sr. 
H.O. or Jr. H.M iw 
Birmingham U ited. Hosps. H.O. : 
Comaxtary. Kent & Canterbury. 
Carshalton. Queen Mary’s Hosp. for 
Child. Reg. ete 
East Anglian R. H.B. Reg. 
Edgware Gen. H.O. 
Hillingdon, Middx. H. 0. 
Isleworth. West — P.-t. Clin. 
Assts. (G.P.s * 
Lancaster. "ER 
North East Met. R.H.B. Reg. hte 
Stoke-on-Trent. City Gen. Sr. H.O. 
Warrington Gen. Sr. H.O. 
Winchester. Hoy al Hants. € County. 
“* . 


PATHOLOGY 

Cures Charlotte’s & Chelsea Sue. 
Ce 

Royal Free, W.C. 1. Sr. H.C 

Birmingham R. H.B. Sr. a. i oO. 

Leeds R.H.B. Sr. H.M.( 

Manchester. Crumpsall. ‘Sr. H.O. 

North West Met. R.H.B. Cons. ad 

Parr pase. East Glamorgan. Sr. 

oO. 


Rochford, Essex. Gen. Sr. H.O. 

Salford. Hope. Sr. H.0. 

St. John’s, Newfoundland, “Canada. 
Gen. Asst. Director of Labs. 


PHYSICAL MEDICINE 


Cardiff. United Hosps. Sr. Reg. or 
Reg. .. iy oA aw os 

PLASTIC SURGERY 

Birmingham R.H.B. Pt. Cons. 


East Grinstead. Queen Victoria. H. 0. 


PSYCHIATRY 
Fountain Group H.M.C. Sr. Reg. 
Springfield H.M.C., S Ww. 17. Reg. 


Glasgow. North Eastern Mental Hosps. 


B.O.M. Sr. H.¢ 
Gloucester. Horton Road “ Coney 
Hill Hosps. Jr. H 
Leeds R.H.B. Reg. af 
Leeds R.H.B. Sr. H.M.O. 
Leeds R.H.B. Locum Regs. 
Manchester. Crumpsall. Sr. H. oO. . 
Northampton. St. Crispin. Sr. H. oO. 
Oxford. Littlemore Hosp. & aes 
Clinic. Sr. H.O. 
Retford, Notts. Rampton. sr. “Reg... 
Scotland. Western R.H.B. Reg. “ee 
Sheffield United Hosps. P.-t. Cons... 


Warwick. Central Mental. Sr. H.O... 

Worcester. Powick. Locum Sr. H.O. 

Canada. ol Gen., Ontario. 
Asst. Resident. Jia én 

RADIOLOGY 

Cambridge. Addenbrooke’s. Reg. or 
Sr. Reg. sin oa 

Stanshester R.H.B. Reg. 

RADIOTHERAPY 

Westminster, 8.W.1. Sr. H.O. 7 

Cambridge. Addenbrooke’s. Sr. Reg. 

RESEARCH 

Whittington, N.19. P.-t. Reg. 

SURGERY 

Hammersmith Bae. & ne. Med. 


School, W.12. H.¢ 
North East Met. R. it, B. Reg. 
Poplar, E.14. Locum Reg. 
Royal Marsden, 8.W.3. H.C 
South London ae 1 for Ns & 
Child., 8.W.4. H 


South W devtad ig S.W.9. Pre-reg. H.O. 





Unpreity College Hosp., W.C.1. Sr. 


eg 
Accrington. Victoria. H.O. 
Alton Gen. Sr. H.O. 
Bebington. Clatterbridge. H.O. 
Birmingham Accident. Sr. H.O. 
Birmingham R.H.B. Reg. 
Bolton Dist. Gen. H.O 


Bournemouth. Christchurch. Pre- 
reg. H.O. a iF ov a« 
Bournemouth. Royal Victoria. H.O. 
Brighton. ee al Sussex County. 
Pre-reg. H.( és 5 é'e 
Broxburn, W: ost Lothian. Ranges 
Gen. Pre-reg. 0. 4 ¢e 
mn Axe Rossendale H.M.C. " Pre-reg. 


Canterbury. Kent & Canterbury. 


Cc arluke, Lanarkshire. Law. H.O. :. 
Chelmsford & Essex. Pre-reg. H.O... 
Cheltenham. St. Paul's. Sr. H.O... 
Colchester Group H.M.C. H.O. 


Demers Stourbridge & Dist. Pre-reg. 
*s ° . 
em Scartho Road. _Pre-ree. 
H.O. or Sr. H.« aa 
H addingt on, East Lot hian. Rood- 
lands Gen. H.O. we 
Hastings. Royal East. Sussex Pre- 
reg. H.O. 


Hereford Gen. Pre-reg. H.O. 

Hitchin. Lister. H.O.. 

Hove Gen. Sr. H.O. and Pre- -reg. H.O. 
Huddersfield Royal Infy. H.O. 

Hull. Kingston Gen. Pre-reg. H. 0.. 
Ipswich & East Suffolk. Pre-reg. H. 0. 
Kettering & Dist. Sor Pre-reg. a 0. 
Leeds R.H.B. P.-t. Cons. 
Leeds R.H.B. as Regs. 
Lincoln County. H.( - 
eo. West kent Gen. Pre-reg. 


Booth Hall Child’s. Jr. 


Manchester R.H.B. P.-t. Cons. 
Manchester R.H.B. R ae. 
Middlesbrough. North € rmesby. H.O. 
Newmarket Gen. H.O. 

Nerwich, Norfolk & Norwich. Pre- 


reg. H.O. 
Nottingham Child’ 8. Reg. 


H.O 
Manchester. 


Paisley, Royal Alexandra Inty. me 
reg. 0.8 ° om 
Peterborough. “Memorial. H.O 


es 5 a Group H.M.C Pre- -reg. 
Richmond, Surrey. Roy: al. Reg. 
Rochdale & Dist. H.M. é: H.O. s 
Rochford, Essex. Gen. Locum Reg.. . 
Shrewsbury. Royal Salop Infy./Cop- 
thorne. H.O 
ee 


South-East Met. R.H.B. 


‘ Royal “South Hants. 


Reg. 
ee &C lackmaninaneHfospe. B. o M. 


Stockport Infy. H. 0. 
Stoke-on-Trent. City ‘Gen. Sr. H.O.. 
St. Albans City. H.O.. 
Watford. Peace Mem. Pre- Tee. H.O. 
Welsh R.H.B. Reg. 
Weston-super-Mare ” Pre-reg. 
Royal Hants County. 
King Edward vu. 


Gen. 
.) Se 
Winchester. 
H.O. “4 
w indsor. “Locum 
Worksop. Victoria. Reg. ms 
THORACIC SURGERY 
Brompton, S.W.3. Sr. H.O. or Reg.. . 
South Rast Regional Thoracic Surgery 


Unit, 8S.E.18. Sr. H.O. 
Leic ester Isolation Hosp. & Chest 


Unit. Sr. H.O. 
— a Cc heshire Joint San. 
Bontiand. south: -Kastern R. H. B. Reg. 


TROPICAL MEDICINE 
University College Hosp., W.C.1. Reg. 


GENERAL 


Sebgeesiece, New York, U.S 
Clare’s. Rotating Internes. 


A. * 


PUBLIC APPOINTMENTS 
GENERAL PRACTICE 
MISCELLANEOUS 





41 
41 
45 
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49 
49 
50 
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otherwise stat 
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candidates may normally visit the hospital 
37 


by appointment. 





Eee FC ae Oe Pa et 8S 





THE LANCET 


ADVERTISERS’ 


ANNOUNCEMENTS 


1 MARCH 1958 





Academic and Educational 





ROYAL COLLEGE OF PHYSICIANS OF LONDON 


F.R.C.P., 
11TH 


MICHAEL KREMER, M.D., 
SHARPEY LECTURES On TUESDAY, 


= deliver c a—- 
ARCH, and T 


URSDAY, 
1. 


13TH MARCH, 1958, at 5 P.M. at the ¢ ‘ollege, Key! Mall East. s.W. 


Subject : 
Any member of the 
tion of doctor's card. 
By order of the President. 


Medical 


“ Sitting, conan, and Walkir 


HAROLD BOLDERO, 


UNIVERSITY OF LONDON 


A LECTURE entitled ‘ 


* The ¢ ‘oncept of Carrier Transports 
be delivered by Professor W. WILBRANDT (Bern) at 5.30 P.M 


Profession admitted on presenta- 


Registrar. 


” will 
. on 


10TH MARCH at the London Hospital Medical College (Bearstead 
E.1 


Turner-street, E.1. 
without ticket. 


Lecture Theatre), 
Admission free, 


JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF LONDON 


A LECTURE entitled “ The 
mente and Interstitial Pneumonia ” 

HAMPERL (Bonn) at : 
x :hool of Hygiene and Tropic: al Medicine, 
street, W.C.1. 


Admission free, without ticket. 


5.30 P.M. on 11TH MARCH at t 
Keppel-street, 


Problems of Pneumocystis-Pneu- 
will be delivered by Professor 


ne London 
Gower- 


JAMES — HENDERSON, Academic Registrar. 
ROYAL EVE HOSPITAL 
St. George’s-circus, 8.E.1 


A SHORT COURSE for the next Fellowship 


a me ae will commence on 17th March, 


Further particulars are obtainable 


Hospital Secretary. 


on 


rn ition in 
5 
Re ~ ation 


to the 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Siewtng Annual 
No ho 


The Council invite 


Examinerships: 


applications for the 


fo. wi 


FOR THE FELLOWSHIP to be seek re- 
*Anatomy: elected election 
Surgeons 4 : 4 3 
Anatomists .. 4 4 
*Patholog 4 3 
*Applied a Physiology 4 3 
*Associate Examiner in ‘Ophthalmology 1 0 
FOR THE LICENCE IN DENTAL SURGERY 
Board of Examiners in Dental Surgery 
(Surgical Section) . 6 
Examiners must be Fellows. of the r ‘ollege, 
and will be required to examine in General 
Surgery (including Surgical Pathology), 
Medicine, General Pathology and Bacteri- 
ology. 
FOR THE FELLOWSHIP IN DENTAL SURGERY 
Board of Examiners for the Fellowship in 
Dental Surgery 2 2 
Examiners must be Fellows’ of the ¢ ‘ollege, 
and will be required to examine in General 
Surgery. 
FOR THE FELLOWSHIP OF THE FACULTY OF 
AN STHETISTS 
The Examiner must be a Surgeon and will 
be required to conduct (with a Physician) 
Part II (Medicine and Surgery) of the 
Final Examination 1 0 
UNDER THE EXAMINING BOARD IN ENGLAND 
Elementary Biology 2 2 
*Anatomy ‘ 3 2 
*Physiology on ie 2 1 
+Midwifery eh ng 4 3 
Pathology (for. M.R.C.S. » LeR.C.P.): 
Surgeons ae : - re 2 2 
Pathologists . . 2 1 
Public Health. . aa aa 1 1 
Tropical Medicine and Hygiene :— , 
Rees a and Tropical Hygiene . . 1 0 
° Tropical Medicine and Surgery 1 1 
Quataunstan id 7 4 
Psychological Medicine: 
art I (Neurologist ) 2 2 
Laryngology and elegy : 
a art I % 2 2 
art II es ei a 1 1 
) Medical Radio- - Diagnosis and Medical Radio- 
therapy : 
Part (Radiologist ) 1 1 
(Physicist) .. + 1 1 
Medical Radio- Diagnosis: — 
Part II (Radiologist ) 1 1 
Medical Radiotherapy :— 
Part II (Radiotherapist) . . 1 0 
Anvsthetics : 
Surgeon 1 1 
Anesthetist I 1 
Child Health .. 3 3 
Physical Medicine : 
Part I (Surgeon) 1 0 
(Physicist) .. 1 1 
Part II 2 2 
Industrial Health 1 : 
Pathology (for Diploma in Pathology ) 1 


*Candidates must hold a medical qualification sititiailte in 


this country. 


*+Candidates must be Fellows or Members of the College. 
Forms of application can be obtained from the Secretary, and 


these must be completed and returned by Friday, 


2ist March, 


1958. KENNEDY CASSELLS, Secretary. 
1958. 


Lincoln's Inn-fields, W.C.2, Ist March, 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND 





FACULTY OF DENTAL SURGERY 
EXAMINERSHIPS 
The Board invite —e for the following Examinerships 
for submission to the Council of the College :— 
FOR THE LICENCE IN DENTAL SURGERY 
No. No. who 
to be seek re- 
elected election 
FIRST EXAMINATION, PART I 
Anatomy oie . o* 1 
Physiology .. , 2 “" 0 
‘RST EXAMIN ATION, PART II 
Special ancheniy and Physiology . a 4 ‘0 4 
SECOND EXAMINATION 
Dental Prosthetics and Properties of 
Dental Materials. é 4 — 3 
*FINAL EXAMINATION 
Dental Section ‘ 4 : 3 
FOR THE FELLOWSHIP IN DENTAL SURGERY 
PRIMARY EXAMINATION 
Anatomy ine os oe - ‘6 2 1 
Physiology .. na os as ae 2 1 
Pathology . ae a om on 2 1 
*Dental Section F ois ae 2 1 
*FINAL EXAMINATION 
Dental Section . 4 oh 3 
FOR THE DIPLOMA IN ORTHODONTICS 
*Dental Surgery 6 6 
Anatomy .. ve - an we ; 1 
Physiology . ? ae e “ 1 
* Candidates must be registered under the | pentints Acts, 
— 1923. 


— ation forms may be obtained from the Secretary of the 
Facult I: Royal College of Surgeons of England, Lincoln’s Inn- 
fields, London, W.C.2, and must be returned to him by Friday, 
21st a, 1958 
F. Davis, Secretary, Faculty of Dental Surgery. 
_ March, 1958. 


ROYAL COLLEGE OF SURGEONS “OF ENGLAND | 
ELECTION OF PROFESSORS AND LECTURERS 

The Council invites applications for election to the office of 
Hunterian Professor, Arris and Gale Lecturer, Arnott Demon- 
strator and Erasmus Wilson Demonstrator for the ensuing year. 

The 12 Hunterian Lectures, illustrated by Hunterian specimens, 
are delivered by Fellows or Members of the College. The 3 Arris 
and Gale Lectures are on subjects relating to Human Anatomy 
and Physiology, the 6 Arnott Demonstrations on the contents 
of the Museum, and the 6 Erasmus Wilson Demonstrations on the 
Pathological contents of the Museum. 

Applications in writing must be made to the Secretary on or 
before Saturday, 26th April. Candidates for the Hunterian 
Professorships and Arris and Gale a are requested to’ 
submit with their applications 25 copies of a synopsis of approxi- 
mately 500 words describing the subject matter of their proposed 
lecture. Each copy of the synopsis must have the name of 
applicant in the top right-hand corner. Applicants are required 
to state their present a pointments and the extent to which the 
work submitted is original. Work carried out under a superior 
must be shown to have the latter’s approval before being 
submitted. 

In the case of Hunterian Lectures the Council is prepared to 
consider applications for either . series of lectures or a single 
lecture. NNEDY CASSELS, Secretary. 


Lincoln’s Inn-fields, London, w .C.2, Ist March, 1968. - 


FACULTY OF RADIOLOGISTS 








D.M.R.D. AND D.M.R.T. (R.C.P. Lond., R.c.S. Eng.) 

The next cou _ in om nag for candidates for they D.M.R.D. 
or D.M.R.T. (R.C.P. Lond.,. R. organised by the 
Faculty in co-operation with Medical a oo and Hospitals of 
the University of London, Metropolitan Regional Hospitals, and 
the British Postgraduate Medical ——. will commence 
in OCTOBER, 1958. The courses are full-time. 

Application forms and further pariowere may be obtained 

m: The Assistant Director, tish wee Medical 
Federation, 18, Guilford-street, Ww.C.l, 
inquiries should be addresse 
a9 a. closing date for applications from overseas is 3lst May, 

5 

INSTITUTE OF CHILD HEALTH — 
UNIVERSITY OF LONDON 


London, to whom all 








SIMPSON SMITH MEMORIAL PRIZE, 1959 
A prize of 100 guineas will be awarded nd at  - essay on 
“Spina Bifida ’’ received by 31sT DECEMBE 
Apply for rules to Secretary, Institute of ( shuld Wealth, Great 
Ormond-street, London, W.C.1. 
CONTRACEPTIVE TECHNIQUE 





LECTURE FILM DEMONSTRATION 10N for Final Year Medical Students 
from London Medical Schools, No. 1 Lecture Theatre, University 
College Hospital Medical School, i og MARCH, 1958, at 
5.30 p.m. Chairman: fessor . W. NIXON, F.R.C.S., 
F.R.C.0.G. Speaker : Mrs. SYLVIA p EB.4 M.B., B.S. 

Admission by ticket only. 

Please apply te Sand Planning Association, 64, Sloane- 
street, London, 8.W. 

ROYAL FACULTY. OF PHYSICIANS AND SURGEONS 


The next EXAMINATION for the Diploma in Child Health will 
begin on FRIDAY, 11TH APRIL, 1958. 

Applications for admission to the examination should be 
lodged not later than 21st March with the R trar, Royal 
Faculty of Physicians and Surgeons, 242, St. Vincent-street, 
Glasgow, C.2, from whom further information may be obtained. 
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THE LANCET ADVERTISERS’ 
EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 
SURGERY 


3 months’ courses of post-graduate Surgery suitable for sur- 
geons requiring a refresher course in the current outlook on 
surgery or for graduates preparing to specialise in surgery, 
start on 29TH SEPTEMBER, 1958 and 16TH MARCH, 1959. The 
programme has been arranged so as to provide coordinated 
clinical and systematic instruction in general surgical wards 
and specialised surgical units in Edinburgh. Fee £37 12s. 6d. 

MEDICAL SCIENCES 

A 3 months’ course in Applied Anatomy, Physiology, Patho- 
logy, Bacteriology and Biochemistry will begin on 23RD JUNE 
1958. This course includes an adequate amount of practical 
instruction and is suitable for post-graduates wishing to take 
the Primary yay om Examination. Fee £31 10s. 

2 courses in the Basic Sciences (Anatomy, Physiology, Patho- 
logy, including Bacteriology) are cusenges by the Royal College 
of Surgeons under the egis of the Edinburgh Post-Graduate 
Board for Medicine. These courses, comprising lectures, demon- 
strations and practical instruction, will in on 13TH OCTOBER, 
1958, and in the middle of FEBRUARY, 1959, and continue for 
10 weeks. Fee £31 10s. 

The courses in Medical Sciences are designed as a final pre- 
paration for the Primary Fellowship Examination and it is 
essential that those attending should already have a considerable 
knowledge of the subjects. 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates desiri a 
refresher course or to specialise in Medicine, begin on 29th 
SEPTEMBER, 1958, and 23RD MARCH, 1959. These courses consist 
of 320 hours’ instruction ae lectures, clinical demonstra- 
tions and ward visits. Fee £37 12s. 6d. 

The Royal College of Physicians of Edinburgh award 2 Hill 
Pattison-Struthers Bursaries each year to graduates attending 
the Internal Medicine course. Each bursary amounts to £100. 

Applications must be submitted to The Secretary, Royal College 
of Physicians of Edinburgh, 9, Queen-street, Edinburgh, 2, 
before 17th June, is for those attending the SeptemVer, 1958, 
course, and before 1 5th December, 1958, for those attending the 
March, 1959, course. 

Additional instruction in Clinical Peediatrics and in Tropical 
Medicine is arranged in conjunction with the course in Medicine. 
There is a small additional fee and the numbers are limited. 

REFRESHER COURSE FOR GENERAL PRACTITIONERS 

The 25th fortnight Refresher Course for General Practitioners 
will start on 5TH MAY, 1958. Fee for graduates not claiming 
expenses from Government sources, 10 oe. 

Applications for enrolment should be addressed to 
Director of Post-Graduate Studies, Surgeons’ Hall, Edinburgh § 
Applicants for courses, a general ractitioners, ould 
supply particulars of qualifications and pos duate experience. 


GLASGOW POST-GRADUATE MEDICAL EDUCATION 
COMMITTEE 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A REFRESHER COURSE will be held from 19TH to 31sT MAY 
1958. The greater part of the Course will comprise clinical 
demonstrations, ward visits, and lectures in General Medicine, 
General Surgery, and Obstetrics, but sessions on Infectious 
Diseases, Child Health, Dealer. Ophthalmol , &e., will 
also be included. The fee for practitioners ineligible ‘or Govern- 
ment grant is 10 guineas. 

CHEMOTHERAPY 

A short vag COURSE on the principles and cprtenites of of 
Chemotherapy in acute and chronic infections wi el 
Ruchill Hospital, Glasgow, on 22ND and 23RD MaRcH, 195 2. 
On each day, instruction will be given from 9 a.M. to 5 P.M. 
and will consist of lectures, clinical demonstrations, seminar 
discussions and demonstrations of laboratory practice. The 
= for practitioners ineligible for Government grant is 2 
guineas. 

Admission to either of the above Courses is limited and early 
openentien should be made to the Director of Post-Graduate 

edical Education, The University, Glasgow, W.2. 








CLINICAL. ATTACHMENTS 

The Committee is prepared to consider applications for post- 
graduate instruction from ere studying for higher diploma. 
An accepted applicant will be attached to an appropriate unit 
in a Glasgow =e hospital for any period up to 3 months, 
where he will obtain intensive clinical experience by sh 
the day-to-day routine of diagnosis and treatment. The fee is 
£5 cao month. 

Applicants should write to the Director ¢ — Graduate 
Medical Education, The U niversity, Glasgow, W.2, —s age 
qualifications and ovrofessional experience, and enclosing 3 
testimonials from Senior Clinicians with whom they have recently 
been associated. 
ST. GEORGE'S HOSPITAL MEDICAL SCHOOL 
(UNIVERSITY OF LONDON). a are invited for a post in 
the Department of Bacter The appointment will 
made in the grade of LECTU URER (salary £1150-£1650) or 
JUNIOR LECTURER (£900-£1100) according to experience 
and qualifications. Applicants should possess a medical quali- 
fication and have had some previous laboratory experience 

Further a may be had from the a rtf with § whom 
applications should be lodged by 22nd rch. 
THE UNIVERSITY OF SHEFFIELD. lications are 
invited from medically qualified persons for thet fol lowing posts :— 

(a) LECTURER IN ANATOMY (1 or 2). 

(6) DEMONSTRATOR IN ANATOMY (1, 2, or 3). 

To begin duties on Ist October, 1958. S alary seales : Lecturer 
£1200-£100-£1900 ; Demonstrator £900-£50-£1100. Initial 
salary on either scale according to qualifications and experience. 
The laboratories are well equipped for histological, histochemical] 
and experimental research. 

Further particulars may be obtained from the Registrar to 
whom applications (4 copies) should be sent by 12th April, 1958. 














UNIVERSITY OF memeneeinneAee,, oe x of Medicine. 
Applications are invited for bs Un LECTURER (Pre- 
clinical or non-medical) IN ROC HEMI STRY in the 
Department of Experimental Bo. to work on biochemical 
problems related to the action of drugs within the central nervous 
system. Facilities are available for research both at the Medical 
— and The Early Treatment Centre, Uffculme Clinic. 
Appl licants should be graduates in medicine or science. Salary 
in the range Pre-clinical £900-£1900 p.a.; non-medical 
£900-£1650. 

Applications (6 copies), together with the names of 3 referees, 
should be sent not later than 19th April, 1958, to the Assistant 
Registrar, The Medical School, Birmingham, 15, from whom 
further particulars may be obtained. 

UNIVERSITY OF DUBLIN. Trinit ta e. a lications 
are invited for the position of LECTU (with medical 

rogers IN PHYSIOLOGY. chal oo the range £800- 
£120 0, with participation in a non-contributory superannuation 
a itfe assurance scheme. 

Further particulars may be obtained from the R trar, 
Er College, who will receive applications until 22nd March, 


ROYAL ALEXANDRA HOSPITAL FOR CHILDREN, 
SYDNEY, AUSTRALIA. Seite aA are invited for appointment as 
RESEARCH FELLOW IN PACDIATRICS. The Hospital has 

600 Beds and is the pediatric clinical school of the University of 
Sydney. Limited laboratory facilities available for research, but 
it is assumed that initially research will be werd —. Salary 
range £2750-£3500 (Australian currency) 7) Be Commencing 
salary in the range £2750-£3000 p.a., acco ing to a 
‘Applicants should have a higher medical qualification, pediatric 
experience, and preferably be under 45 years of age. 

Ra ames of 3 referees should be submitted and applications will 
be accepted up to 21st April, 1958. Further information may be 
obtained from the Chief Executive Officer and Medical Super- 
intendent, Royal Alexandra Hospital for Children, Camperdown, 
New South Wales, Australia. 


Hospital Services: Senior Appointments 


NATIONAL HEART HOSPITAL, Westmoreland-street, 
W.1. The Board of Governors invites ee . for the aes 
of ASSISTANT CONSULTANT PHYSICIAN (part-time 
from 15th September, 1958. Applicants must be uates in 
medicine of a British or speseves University and Fellows or 
Members of the Royal College of Physicians of London. The 
successful applicant will be required to undertake 2 or 3 half-day 
sessions a week. 

Applications (10 copies), giving age, eet, ast and 
present appointments and the names of 3 referees, should be 
sent to me’ not later than Friday, 28th March, 1958. Canvassing 

















will disquali: 

‘OBERT G. E. WHITNEY, Secretary to the Board. 
ash al WEST METROPOLITAN REGIONAL HOS- 
PITAL BO 


i, CONSULTANT TRAUMATIC SU Banos whole-time or 
maximum sessions, Watford and West Herts Hospitals. Main 
duties in casualty departments initially at Watford Peace Memo- 
rial Hospital (208 Beds), later with development of the service at 
West Herts Hospital, Hemel Hempstead (160 Beds). Successful 
candidate will share responsibility with the orthopeedic surgeon 
for inpatient treatment of traumatic surgical cases. 

Applications before 31st March, 1958 

2. CONSULTANT GYNECOLOGIST, 3 half-days a week, 
Highlands General Hospital, Semapere Hfil, N.21 (732 Beds). 

Applications before 8th April, 1958 

3. ONSU JILTANT PATHOLOGIST (Morbid Anatomist), 
whole-time or maximum sessions, West Middlesex Hospital, 
Isleworth (1095 Beds). Post vacant a 1958. 

Applications before 10th April, 19 

Hospitals may be visited by atroct. caicaatea 

App — forms obtainable from and returnable to Secretary, 

North West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
BERNHARD BARON MEMORIAL egg LABORATORIES. QUEEN 
CHARLOTTE’8 MATERNITY HOSP’ Applications are invited 
for a CHEMICAL PATHOLOGIST (whole: -time) (Consultant 
status) to be responsible for the routine chemical pathology of 
the a rome | to initiate and undertake a programme of 
research. rther information may be obtained from the 
Director of the Laboratories. 

Applications, giving details of age, qualifications and experi- 
ence, with the names of 3 referees, should be sent to the House 
Governor, 339, Goldhawk-road, London, W.6, by 5th April, 

5 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD ae uires ASSISTANT ORTHOPAEDIC SURGEON 
(Senior Hospital Medical Officer grade) (whole-time or maximum 

art-time ) og ‘or the Epsom Group of heept itals. Appointment 
fn cludes duties at neighbouring mental one Successful 
candidate should live within reasonable distance of ‘soeen 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to § Secretary (8.1), 
South West SMa Regional Hospital Board, 11a, Port- 











land-place, W by 22nd March, 1958. Applicants may visit 
Hospita 1 by ads arrangement. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 


ASSISTANT SENIOR MEDICAL OFFICER required to 
assist Senior Administrative Medical Officer at meres head- 
quarters in Wa my and organisation of hospital and s' alist 
services. Previous experience in public health and/or hospital 
administration desirable . Superannuable. Salary £1680-£80 (4)- 
£100 (1)-£2100. 

a stating age, experience and qualifications, and 
naming 3 referees, to Secretary, 10, Augustus-road, Birmingham, 
15, by 25th March, 1958. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT PLASTIC SURGEON (9 notional half-days 
weekly). Duties in the Coventry Group of hospitals (6 notional 
half-days) and to the Regional Plastic Surgery Centre, Wordsley 
Hospital, Stourbridge (3 notional half-days). Wide experience 
specialty and higher qualification essential. 

Applications (15 copies), stating age, nationality, qualifications, 
present and previous appointments and details of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, by 31st March. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT PATHOLOGIST (salary £165: 








15s8.—£2126 5s. 
p.a.). Duties consist mainly of bacteriology and biochemistry in 
the Walsall Group and at St. Margaret's Hospital, Great Barr. 
Wide experience specialty required. Higher qualification desirable. 

Applications (15 copies), stating age, qualifications, nationality, 
present and previous appointments, and details of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, by 31st March. 
CANTERBURY AND ISLE OF THANET HOSPITAL 
MANAGEMENT COMMITTEES. Locum ANACSSTHETIST (Consul- 
tant or Senior Hospital Medical Officer grade) (full-time) imme- 
diately until the end of June, 1958. Duties in the above areas 
and required to reside in Thanet district. Car essential. 

Applications to Group Secretary, Central Office, Nunnery 

Fields Hospital, Canterbury. 
LIVERPOOL REGIONAL HOSPITAL BOARD. VICTORIA 
CENTRAL HOSPITAL, WALLASEY. Applications are invited for the 
post of Part-time CONSULTANT PHYSICIAN giving 3 notional 
half-days at the above Hospital. Applicants must heve a higher 
qualification in medicine. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 22nd March, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
LEEDS REGIONAL HOSPITAL BOARD. 

CONSULTANT in Ophthalmology, Huddersfield (maximum 
part-time sessions). Duties mainly at Huddersfield Royal Infirm- 
ary (23 ophthalmic beds). The Board is shortly to commence the 
building of a new general hospital in Huddersfield, in which 30 
beds will ultimately be available. Person appointed to reside in 
the Huddersfield area. . 

CONSULTANT in General Surgery, Otley (7 notional half- 
days per week). Duties mainly at Otley General Hospital (42 
general surgical beds). Person appointed to reside in the Otley 
area. 

Whole-time ASSISTANT PATHOLOGIST (Senior Hospital 
Medical Officer grade), Huddersfield. Duties mainly at St. Luke’s 





Hospital, Huddersfield, and Storthes Hall Mental Hospital under~ 


the general direction of the Consultant Pathologist. Person 
appointed to reside in the Huddersfield area. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Boepmel 
Medical Officer grade), Storthes Hall Hospital (2680 Beds), Kirk- 
burton, near Huddersfield, and associated general hospitals. 
Resident or non-resident. Large modern flat available if required. 
Accommodation also available for a single person. Candidates for 
this Senior Hospital Medical Officer post should normally hold a 
D.P.M., but applications will also be considered from candidates 
without previous experience in psychiatry who hold a higher 
medical qualification and have had wide experience in general 
medicine in the Senior Registrar grade, and who intend to obtain 
a D.P.M. and specialise in psychiatry. 

Applications (12 copies), stating age, qualifications and details 
of present and previous appointments, with dates, and names and 
addresses of 3 referees, to the Secretary, Park-parade, Harrogate, 
by 18th March, 1958. 

MANCHESTER REGIONAL HOSPITAL BOARD. Part- 
time (8 notional half-days) CONSULTANT GENERAL SUR- 
GEON to the Stockport and Buxton Hospital Centre (mainly 
at Stockport Infirmary and Stepping Hill Hospitals). Wide ex- 
perience, higher qualifications essential; appointee to live in area. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by llth March, 1958. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT ORTHODONTIST (whole-time or maximum part-time) 
for development of orthodontic services in the North and South 
Tees-side, Darlington and District, South- West Durham and 
Northallerton Hospital Management Committee areas (approxi- 
mately 730,000 population). 

Applications should be made to the Senior Administrative 
Medical Officer, Newcastle Regional Hospital Board, Benfield- 
road, Newcastle upon Tyne, 6, within 28 days, and should 
include names and addresses of 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Appi are invited for the appointment of CONSULTANT 
PSYCHIATRIST (maximum part-time sessions) to work with 
the Professor of Psychiatry in the newly established Psychiatric 
* Department at the Royal Infirmary and Whiteley Wood Clinic. 

Applications (16 copies ), stating age, qualifications, and 
experience, with the names and addresses of 3 referees, should 
be sent not later than llth March, 1958, to the Chief Admin- 
istrative a The United Sheffield Hospitals, West-street, 
Sheffield, 1, from whom further particulars may be obtained. 
DUBLIN. DR. STEEVENS’ HOSPITAL. Applications 
are invited for the yo of CONSULTANT ANASTHETIST 
to the above Hospital. The successful applicant will be respon- 
sible for the administration of the Anesthetic Department. 
Duties will consist of not less than 8 regular sessions a week 
and part of the inpatient emergency duties. Remuneration 
will be in accordance with terms and conditions for teaching 
hospitals aneesthetists under the Health Act. Travelling expenses 
if called for interview. Further particulars may be obtained 
from the Hospital Secretary. No canvassing, but Hospital may 
be visited. 

Applications, stating age, nationality, qualifications and 
details of experience, with the names of 2 referees, should be 
forwarded to the Secretary to the Board of Governors before 
Ist April, 1958. 
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NEW ZEALAND. PALMERSTON NORTH HOSPITAL 
posse, a —, NEW ZEALAND. Applications are 

nvited from m regist ered medical eerie fe the —— of 
ASSISTANT VISITING OPHTHALMIC SURGEON at the 
Palmerston North Hospital. Salary in ood with Hospital 
Employment (Medical TO fficers) Regulations, 1957, on the basis 
of sessions per week, i.e., 7 hours per week. Full rights of 
private practice available. Further information and conditions 
of appointment pertaining to this position may be obtained from 
the offices of the New Zealand Government, 415, Strand, London, 


Ww. 

y= giving full particulars as to age, qualifications 
and experience, and accompanied by recent testimonials and 
advice as to the earliest date on which appointment can be 
taken up, to be addressed to the Secretary, Palmerston North 
Hospital Board, P.O. Box 607, Palmerston North, New Zealand. 

R. S. WILSON, Secretary. 
SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF STELLENBOSCH: 
Joint Medical Staff for Karl Bremer Hospital, Bellville. 
VACANCY. Applications are invited from suitably qualified 
medical practitioners for appointment to the following vacant 
post at the Karl Bremer Hospital, Bellville, Cape Town :— 
DEPARTMENT OF PATHOLOGY 

Medical Practitioner, Grade G (whole-time)}— Bacteriologist 

—with salary at the rate of £2220 p.a. (fixed). 

The conditions of service are prescribed in terms of the Hos- 
pital Board Service Ordinance No. 19 of 1941, as amended, and 
the regulations framed thereunder, as well as the agreement 
entered into between the University of Stellenbosch and the 
Provincial Administration. The successful applicant will be 
required to become a member of the Cape Provincial Officials’ 
Pension Fund. 

Joint Medical Staff personnel are required to serve jointly 
the Provincial Administration of the Cape of Good Hope and the 
University of Stellenbosch. 

The successful candidate for this post will be required to take 
charge of the Bacteriological Section. 

In addition to the basic salary, a non-pensionable cost-of- 
living allowance at rates prescribed from time to time by the 
Administration at present amounting to £234 p.a., is payable, 
if married. 

The medium of instruction of the University is Afrikaans. 
Applicants must state their degree of proficiency in this language. 

Candidates must be registered as Spec ialists or must be in 
possession of appropriate postgraduate diplomas or degrees in 
Bacteriology, and are requested to furnish particulars in regard 
to the following : 

(a) Academic achie vements (degree and diplomas held and 
the standard of achievement in professional examinations, 
scholarships and special awards). 

(b) Professional experience (not only the name of the 
employer but also that of the institution in which the candidate 
worked and the type of work undertaken). 

(c) Names of 3 referees (1 of these should preferably be 
someone occupied in the same branch of medicine as the candi- 
date), who should be asked by the candidate to submit confi- 
dential reports to the Director of Hospital Services before the 
closing date for the receipt of applications. 

Application must be made in duplicate on the prescribed 
form, Staff 23, which is obtainable from the office of the Immigra- 
tion Attaché for the Union of South Africa, South Africa House, 
Trafalgar-square, London, W.C.2. Details as regards conditions 
of service and transport facilities can also be obtained at the 
office of the above-mentioned. 

The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, South 
Africa, and must reach him not later than 15th March, 1958, 

Candidates must state the earliest date on which they can 
assume duty. PAS, eo Oy a ere y 
ST. JOHN’S, NEWFOUNDLAND, CANADA. GENERAL 
HOSPITAL. Pathologist. Applications are invited from suitably 
qualified Pathologists for the post of ASSISTANT DIRECTOR 
of Laboratories, St. John’s, Newfoundland, Canada. Salary 
$12,000 p.a., with certain possible additions, details of which will 
be supplied on application. Successful applicant will be appointed 
to the Senior Medical Staff of the St. John’s General Hospital, 
in which the Laboratories are located, and will be directly respon- 
sible to the Pathologist-in-chief, with whom he will be associated. 
The Hospital has 475 Beds and is fully accredited. The Pathology 
Department is approved for postgraduate training by the Royal 
College of Physicians and Surgeons of Canada. A Junior Assistant 
Pathologist and 3 Resident Interns are attached to the Depart- 
ment. Last year over 6000 surgical specimens examined and over 
250 autopsies performed. Annual vacation of 24 working days 
based on 5-day week. Post is pensionable on a non-contributory 
scheme. Transportation to St. John’s will be paid. 

Applications in writing, with details of experience and copies 
of 3 recent testimonials, should be forwarded as soon as possible 
to J. E. JOSEPHSON, M.D., Pathologist and Director of Labora- 
tories, General Hospital, St. John’s, _Newfoundland, Canada. 
TASMANIA. LAUNCESTON GENERAL HOSPITAL, 
LAUNCESTON. Applications are invited from qualified me edical 
practitioners for the position of DEPUTY SUPERINTENDENT 
Salary £42000 p.a. If the applicant is in possession of higher 
qualifications in medicine, his commencing salary will be £A2250 
p.a. An assisted passage can be arranged through the Immigra- 
tion Department. 

Applications to be addressed to the General Superintendent 
from whom any further particulars regarding appointment 
may be obtained. B. W. GRIFFITHS, Secretary. 


Hospital Services: Junior Appointments 


BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. Applications are invited for the pre- ‘registration 
post of HOUSE Py sic ‘IAN, vacant 29th March, 1958 
Applications, stating experience, together with copies of 2 
testimonials, to Hospital Secretary as soon as possible. 
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BROMPTON HOSPITAL, 8.W.3. Applications invited for 


the following posts : 

RESIDENT SU RGICAL OFFICER (post graded as Senior 
House Officer or Registrar, according to qualifications and 
experience) for 6 months from Ist May, 1958, with eligibility for 
senemenmant. Candidates must have held a resident hospital 
appo 


ESIDENT HOUSE PHYSICIAN (3 vacancies). 2 vacancies 
for 6 months from Ist May, 1958. Duties include work in Out- 
patient Department and wards. 1 vacancy for 9 months from 
Ist May, 1958. The first 3 months at Brompton Hospital 
Sanatorium, Frimley. and the following 6 months at the Hospital 
in London covering work in Qutpatient Department and wards. 
Salary at rate of £577 10s. p.a. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, by 
8th March, 1958, to KENNETH A. F. MILEs, House Governor. 


BROOK GENERAL HOSPITAL, Shooters Hill- road, 
S8.E.18. SENIOR HOUSE OFFIC ‘ER (general medicine). 
2 posts vacant early April, tenable for 1 yeas (90 —_— medical 








beds). Salary £819 10s. p.a. less £150 p.a. if residen 
s.peply to Group Secretary, Memorial Hospital, * Woolwich, 





CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10. RESIDENT HOUSE OFFICER (post-registration ) 
required in the Obstetric and Gynecological Department. 
Post recognised — ¥ Obst. R.C.0.G. and M.R.C.0.G. Post 
vacant Ist April, 

Applications, ith: to Medical 
8th March, 1958. 
CHINGFORD HOSPITAL, London, E.4 (104 Beds.) 
SENIOR HOUSE OFFIC ER (medical) required with duties 
at other hospitals in the Group 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Manag t Committee, angthorne-road, E.11. 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL, BOARD. 
SENIOR PSYCHIATRIC REGISTRAR required for duty in 
the above group which comprises some 800 Beds for mental 
deficiency, mainly for children. There is an outpatient depart- 
ment and a considerable amount of teaching and research is done. 
Possession of D.P.M. or D.C.H., preferably with a higher medical 
qualification, is desirable. Experience of children’s diseases is an 
ae Candidates may visit the Hospital. 

do forms and further details from Secretary, Fountain 
Hospital, Tooting-grove, London, S.W.17. Completed Toe 
tion forms should reach ‘the Secretary by 14th March, 
HACKNEY HOSPITAL, London, E.9. (General—841 ae 
Applications for b 6-month resident ap vointme: nt, now v 
of CASUALTY OFFICER AND HOUSE SURGEON (E. NY T j 
(registered House Officer frrede) | should be sent to Secretary, 
above address, quoting H 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Dutcane-road, London, W.12. HOUSE 
SURGEON (general surgery) required. Post vacant Ist April. 

Applications, stating age, qualifications, experience, copies 

2 recent testimonials, to Secretary, Board of Governors, The 
Hammersmith, West London and St. Mark’s Hospitals, Ducane- 
road, W.12, by 10th March. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Required, Part-time MEDI- 
CAL REGISTRAR (Male). The possession of the Membership 
of the Royal College of a of London is desirable. 
Honorarium at the rate of £300 > 

Further particulars may be o tained from the Secretary, to 
whom applications with names Hf 3 referees should be sent, on or 


, testimonials, Director by 























before Tuesday, 4th March. 1958 te el 
MILE END HOSPIT ncroft-road, London, €.1. 
(484 Beds.) SENIOR HOU TRE “Orric ER (pediatrics). Recog- 


nised for D.C.H. Post vacant 24th March, 1958 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 7th March, 1958, with copies of not more than 
3 testimonials. 
MOTHERS’ HOSPITAL (Saivation Rig? fe London, E.5. 
(Maternity, 110 Beds.) Applications for the 12 months’ resident 
appointment, vacant Ist April, of SENIOR HOUSE OFFICER 
(obstetrics). Recognised for M.R.C.0.G. Previous obstetric 
experience essential. 

Applications should reach Gree aes. Hackney Hospital, 
E.9, by March, quoting MH/SHO. 
NORTH 7 METROPOLITAN REGIONAL HOS- 
PITAL BOAR 

SURGIC AL REGISTRAR (resident, single pooummnoneiion), 











East Ham Memorial Hospital, E.7. Recognised for 
ORTHOPZXDIC REGISTRAR (resident or non-resident), 
St. Andrew’s Hospital, Billericay,; Essex. Recognised for 


F.R.C.S. 

PAZDIATRIC REGISTRAR (non-resident), General Hospital, 
Southend-on-Sea, Essex. Previous pediatric experience essential, 
M.R.C.P. and/or D.C.H. preferred. 

ANASTHETIC REGISTRAR (resident or non-resident, an 
unfurnished pbenenlon pro be available), Black Notley Hospital, 
Braintree and other hospitals in the Colchester Group. 
ANESTHETIC. REGISTRAR (resident), St. Andrew's Hos- 

+t mon” -road, Bow, E.3. Recognised for D.A. and 

2 MEDICAL REGISTRARS (resident or non-resident, sleeping 
in on duty nights), Oldchurch Hospital, Romford, Essex (722 
Beds). Specialised units for neurology, cardiology, neuro- 
surgery, &c. Medical unit of over 100 Beds provides excellent 

rience and training in general medicine. 
EDICAL REGISTRAR (non-resident), Whipps 
Hospital, Leytonstone, E.11. 

Appointments subject to review after 1 year. 

Application forms from Secretary, 114, Portland-place, 
to be returned by 15th March, 1958. 


Cross 


Wi, 


. 





LAMBETH HOSPITAL, Brook-drive, 8S.&.11. South 

WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 

are invited for the post of MEDICAL REGISTRAR, vacant 
Ist April, 1958. The a a ee will be for 1 year in the first 

instance. Preference wil given to applicants having a higher 
ualification in medicine. Canvassing will disqualify, but candi- 
ates are invited to visit the Hospital. 

Forms of application (enclosing self addressed envelope) from 

the Secretary, to whom completed forms should be returned not 
later than 15th March, 1958. 
LONDON HOSPITAL, and THE 
NORTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of SENIOR REGISTRAR in 
General Medicine becoming vacant on Ist May, 1958. A higher 
qualification in medicine is required. The appointment will 
be for 1 year renewable for a maximum of 4. The first 2 years 
will be spent at The London Hospital and the remainder at the 
— Hospital or in a special department or on research 
work. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be received by the undersigned by 12th March, 
1958. . BRIERLEY, House Governor. _ 

NORTH MIDDLESEX “HOSPITAL, London, N.18. Resi- 
DENT HOUSE ANASTHETIST (House Officer) required for 
8th April. 6 months’ appointment. Post recognised for D.A. 
and F.F.A.R.C.S.  Whole-time duties under supervision of 
Senior Anzesthetists. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials, to Secretary of Hospital, 
by 5th Mare 
POPLAR HOSPITAL, East India Dock-road, E.14. Bow 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum Tenens 
SURGICAL REGISTRAR required at above Hospital for the 
period 10th-18th March. C ‘andidates should possess the F.R.C.S. 
qualification. 

Apply Hospital Secretary (Tel.: EASt 1876). 

ROYAL FREE HOSPITAL. Applications ard invited from 
registered medical practitioners for the post of RESIDENT 
PATHOLOGIST (Senior House Officer). he post is for 1 year 
from ist April, 1958. Salary and conditions of service as laid 
down by the Ministry of Health. 

Application forms may be obtained from the Secretary, Royal 
Free Hospital, Gray’s Inn-road, London, W.C.1, to whom they 
should be returned not later than 8th March, 1958. 

ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
8.W.3. Applications are invited from registered medical practi- 
tioners for the post of HOUSE SURGEON (resident). Sala 
£577 10s. p.a. Post is tenable for 6 months from 13th April, 195 

Forms of meer mn are obtainable from the House Governor, 

to whom applications, together with copies of 3 recent testi- 
monials, should be sent before 12th March. 
SOUTH EAST REGIONAL THORACIC SURGERY 
unit (50 Beds), Brook General Hospital, Shooters Hill-road, 
S.E.18 pee HOUSE OFFICER. Vacant 14th April. 
Recognised for F.R.C.S. 6 months’ appointment and may then 
be renewed for a further period. The Unit treats all types of 
Chest Diseases and offers opportunity for comprehensive training 
in Thoracic Surgery. 

ante’ to Group Secretary, Hospital, 
SOUTH “LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre- registration and registered Female medical practitioners 
for the appointment of HOUSE SURGEON. Vacant rot 
April, 1958, for a period of 6 months. Recognfsed for the F.R.C 

Forms of application from the Hospital Secretary. 
SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
Applications are invited from Women candidates for the post of 
HOUSE SURGEON (pre-registration) at the above Hospital. 
Vacant 22nd February, 1958. Duties include general surgery and 
the successful candidate will also be required to relieve the 
House Surgeon at the Annie McCall Maternity Hospital. 

Application forms, from the Hospital Secretary, to be returned 
immediately. bi a Ee 
SPRINGFIELD HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR required. The Hospital is a large one 
and offers excellent experience in diagnosis and treatment of 
all forms of mental disorder, including the neuroses. Every 
variety of modern treatment is carried out in a well-equipped 
treatment centre.. Single accommodation is available. Candi- 
dates may visit the Hospital by arrangement. 

Apply to Group Secretary, Springfield Hospital, Tooti 
S.W.17, for application forms which should be returned, du uly 
completed, on or before 15th March, 1958. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. (575 
Beds.) Applications are invited for the post, commencing 
Ist April, 1958, of SENIOR HOU 3E OFFICER (casualty ) 
(1 of 2 non-resident). 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to be forwarded 
to Hospital Secretary by 10th March, 1958. 

ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. Required, peat La in Anesthetics. Non-resident 
appointment on an annual basis. 

Applications (12 copies), and name and address of 2 referees, 
to the House Governor, St. Peter’s Hospital, Henrietta-street, 
London, W.C.2. Closing date 8th March, 1958. 

THORPE COOMBE a tap ag ge BA HOSPITAL, Wal- 
thamstow, E.17. (58 Beds.) pplications are invited from 
medical Women for the post of JU AY OR OBSTETRIC OFFICER 
(graded House Officer). Vacant 6th April, 1958. The Hospital 
is om fl by the Royal College of Obstetricians and 
Gynzecologi 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest — 








Whitechapel, €.1, 




















Memorial Woolwich, 














Hospital Management Committee, Langthorne-road, E.11 
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THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 


street, London, W.C.1. There is an immediate vacancy for a 
Whole-time ASSISTANT MEDICAL REGISTRAR (Registrar 
grade). 


Further particulars and form of application, which must be 
returned not later than 10th March, 1958, may be obtained from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of SENIOR 
REGISTRAR in the Ophthalmic Department to attend 7 half- 
days a week. 

Applications, with the names of 2 referees, to T. F. W. 
MACKEOWN, Administrator and Secretary, by 15th March, 1958. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of CANCER 
REGISTRAR for 1 year in the first insta, from Ist April, 
1958, or as soon as possible thereafter. Candidates may apply 
to the Secretary for further details of the appointme nt. 

Applications, with the names of 2 referees, to Ww. 
MacKEOwWN, Administrator and Secretary, by 14th Mare h, 1958. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER in the Ophthalmic Department, 
for 1 year from Ist April, 1958, or as soon as possible the reafter. 

Applications, with the names of 2 referees, to F. W 
MACKEOWN, Administrator and Secretary, by 14th March, 1958. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
Ww.c.1. Applications are invited for the post of RESIDENT 
ASSIST ANT SURGEON (graded Senior Registrar) for 1 year in 
the first instance from Ist April, 1958, or as sdon as possible 
thereafter. The successful candidate may be permitted to be 
non-resident. 





Applications, with the names of 2 referees, to 


MACKEOWN, Administrator and Secretary, by 14th Mz ze h, 1968. 
UNIVERSITY COLLEGE HOSPITAL, Gow ree 
W.C.1. (Hospital for Tropical Diseases, N.W.1.) REGIST Rz cH 
required for 6 months from Ist May, 1958, renewable. The 
successful candidate may be required to be resident. 

Applications, with names of 2 referees, to T. F. W. MACKEOWN, 
Administrator and Secretary, University College Hospital, by 
14th March, 1958. 
WEST END HOSPITAL FOR NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street, London, W.1. Applications are 
invited for the post of NEUROSURGICAL REGISTRAR. 
The duties of the post will be arranged to provide opportunity 
for study and experience in neurology as well as in neurosurgery. 

Application forms obtainable from and returnable to Secretary, 
Paddington Group Hospital Management Committee, Paddington 
General Hospital, Harrow-road, W.9, by 17th March, 1958. 
wesT LONDON ae ran Hammersmith-road, 
London, W.6. RESIDENT CASUALTY OFFICER (Senior 
House Officer grading ) soquived. Post vacant 7th April. 

Detailed applications, copies 2 recent testimonials, to Secretary 
by 10th March. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of SENIOR HOUSE OFFICER 
to Radiotherapy Department for 1 year. Vacant from Ist April, 
1958. 

Applications (7 copies), with names of 2 referees, to House 
Governor by 15th March. 
WHIPPS CROSS HOSPITAL, Leytonstone, E.11. Appli- 
cations are invited from either fully or provisionally registered 
medical practitioners for 2 posts of HOUSE SURGEON in the 
Orthopedic Department. Both posts are recognised for the 

R.C.S. 

Application omens from the Hospital Secretary, to be returned 


by 10th March, 195 
WHITTINGTON HOSPITAL, London, N.19. Research 
REGISTRAR for studies on diabetes required. 2 sessions a 
week for 1 year in the first instance. 

Application forms obtainable from and returnable to Group 

Secretary, 46, Cholmeley-park, N.6 (ARChway 3070, Ext. 527), 
by 17th March, 1958. 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required 6th March, 1958. Post recognised 
for F.R.C.S. and approved for pre-registration purposes. 

Applications to Group Secretary, Hospital Management 
Committee Office, Royal Infirmary, Biackburn. 

ASCOT, BERKSHIRE. HEATHERWOOD ORTHO- 
PEDIC HOSPITAL. (200 Beds.) ORTHOPEDIC HOUSE 
SURGEON (2 posts). Applications are invited from suitably 
qualified candidates for existing resident vacancies. Hospital 
is a regional centre for all general orthopedic conditions, includ- 

. ing fractures, and performs a large amount of outpatient work. 

Applications, giving full details with names of 2 referees, to 

Secretary. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER or JUNIOR 
HOSPITAL MEDICAL OFFICER (pediatrics), depending upon 
experience, required at Ashton-under-Lyne General Hospital. 
Neonatal experience would be especially valuable. Modern 
a and premature baby units. Recognised for D.C.H. 
facant Ist May. Junior Hospital Medical Officer appointment 
limited to 4 years. 

Applications, with copies of 2 references, to Group Secretary, 

General Hospital, Ashton-under-Lyne, Lanes. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEONS (2) for Traumatic and Ortho- 
peedic Unit. 6-month appointments, suitable for pre-registration 
candidates. Vacant 13th and 14th March, 1958. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
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ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE PHYSICIAN for general medical duties. 
6-month appointment, vacant Ist April, 1958 Preference 
given to pre-registration candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ALTON GENERAL HOSPITAL, Alton. (136 Beds. Acute 

general.) RESIDENT HOUSE SURGEON (Senior House Officer 

grade) required for gene sral surgical duties. Vacant immediately. 
tecognised for F.R.C,. 6 months’ appointment. 

Applications and ¢ opie moe A to the Hospital Secretary. 
ALTRINCHAM GENERAL HOSPITAL AND ANNEXE. 
SENIOR HOUSE OFFICER (medical). This appointment is in a 
busy Hospital and offers excellent opportunities of practical ex- 
perience. Vacant end of March. 

Applications, together with 2 recent testimonials, to Group 
Secretary, North and Mid-Cheshire Hospital Management Com- 
mittee, The Hospital, Sinderland-road, Altrincham, Cheshire. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. OPHTHALMIC HOUSE SURGEON required Ist April. 
Post recognised for D.O. 

Apply, with copies of 2 recent testimonials, to Secretary- 
Superintendent. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. CENTRAL WIRRAL GROUP. 

_—! SE OFFICER (general medicine and geriatrics). Recog- 

ised pre-registration. 

HOU SE OFFICER (general surgery). Recognised pre-regis- 

tration. 

Posts are tenable for 6 months from Ist March, 1958. Salary 
according to previous posts held. 

sppeaation forms, from Secretary, to be returned immedi- 
ately. 

BIRMINGHAM ACCIDENT HOSPITAL AND RE- 
HABILITATION CENTRE, Bath-row, BIRMINGHAM, 15. SENIOR 
HOUSE SURGEON, vacant April. Hospital is the largest 
traumatic unit in the country, treating 50,000 new patients a 
year, including 2000 burns. Ample opportunity for practical 
experience in all types of injury. Recognised for casualty train- 
ing by Royal College of Surgeons. Residential charge £150 p.a. 

Applications, with names of 2 referees, to Administrator. — 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Coventry No. 20 Group, Coventry and Warwick- 
shire Hospital, Coventry 

REGISTRAR (anesthetics), Coventry and Warwickshire 
Hospital, Coventry. Experience specialty essential. Recognised 
F.F.A. R.C.S. Resident. 

(2) Dudley, Stourbridge and District Group, Quest 
Hospital, Dudley 

REGISTRAR (general surgery), Wordsley Hospital, near 
Stourbridge (478 Beds). Post vacant 15th March. Recognised 
for F.R.C.S. Married accommodation available. Higher qualifica- 
tion desirable. Resident. 

Application forms from Group Secretaries to be returned by 

10th March, 1958. 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (106 Beds, including 24 premature baby cots.) OBSTE- 
TRIC HOUSE SURGEON. Recognised for D.Obst. R.C.0.G. 
Hospital affiliated to Birmingham Medical School for training 
of students. Vacant Ist April, 1958. 

Applications to Obstetrician by 5th March. J 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16.: HOUSE OFFICER (medical) required for the Profes- 
sorial Unit for 6 months from 7th April, 1958. 

Forms of application may be obtained from the House Gover- 
nor and should be returned not later than 8th March, 1958. 

A. PHALP, Secretary to the Board of Governors. 
sIsHOrs. ‘STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. Applications are invited for 
post of HOUSE OFFICER (medic al) (pre-registration ). Salary 
£467 10s.£522 10s. p.a., less £125 in respect of residential 
emoluments. Appointment to commence 10th March, 1958. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials or names of 
referees, to Hospital Secretary. mes Seas beatin: 
BLACKBURN. QUEEN’S PARK HOSPITAL. (640 
general beds.) BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (medicine) 
required 23rd March, 1958, for acute medical unit (approxi- 
mately 60 Beds). 

Applications, with names of 2 referees, to Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 
Blackburn. - : 
BOLTON DISTRICT GENERAL HOSPITAL. (607 Beds.) 
RESIDENT HOUSE SURGEON. Now vacant, tenable for 6 
months and recognise + under pre-registration service scheme. 
Also recognised for F. 

Applications, nia rool nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent to Group Secre- 
tary, Bolton and District Hospital Management Committee, The 
Royal Infirmary, Bolton. . 
BOURNEMOUTH (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HAMPSHIRE. (334 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration interne) required for post becoming 
vacant on 18th March, 1958. 

Applications to the Hospital Secretary. ‘ 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
immediate appointment of GENERAL HOUSE SURGEON. 
The post is recognised for the F.R.C.S. examination and pre- 
registration purposes. 

Application to the Hospital Secretary. 
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BRADFORD ROYAL INFIRMARY. Resident Senior 
HOUSE OFFICER (medicine and pathology). This post is 
of a supervisory nature in 2 acute general medical wards with a 
Junior House Officer, combined with duties in the Department 
of Pathology. Vacant now. 

Applications, stating age, nationality, qualifications 
experience, with copy testimonials, to the Secretary. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scales. 
This post is recognised as a pre-registration appointment. 

Applications, stating usual particulars, and giving the names of 

2 referees, should be sent to the Physician-Superintendent, 
Brighton General Hospital, Elm-grove, Brighton. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN 
AND SUSSEX MATERNITY HOSPITAL. BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEE. GYNASCOLOGICAL AND 
OBSTETRIC HOUSE SURGEON (Female) required 5th April, 
1958. Gynecological Department (24 Beds) at New Sussex 
Hospital and relief obstetrical work at Sussex Maternity Hospital 
(62 Beds). 

Applications, giving age, experience and 2 references, to be 
sent to the Administrative Officer, New Sussex Hospital, 
Windlesham-road, Brighton, by 7th March, 1958. 

—— ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) 

HOUSE PHYSICIAN (pre-registration) required early April. 

HOUSE SURGEON (pre-registration and recognised for 

F.R.C.S.), vacant mid-March. 

Applications, stating usual particulars, and naming 2 referees, 

to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRISTOL. MANOR PARK HOSPITAL. (650 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER. Salary £852 10s.— 
£55-£1182 10s. Furnished accommodation available, together 
with board and laundry, for which a charge of £170 p.a. is made. 
The Hospital caters largely for geriatric sick with some acute 
medical work. Consultant staff visit regularly and there i¢ ample 
time for postgraduate study. 

Le aggre ra stating age, nationality, whether married or 
single, experience, qualifications, and names and addresses of 2 
referees, to be sent to the Group Secretary, Manor Park Hospital, 
Manor-road, Fishponds, Bristol, within 7 days of the appearance 
of this advertisement. 
BRISTOL. SOUTHMEAD 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (570 Beds, including 138 maternity), RESIDENT 
HOUSE OFFICER (obstetrics) for 6 months commencing 
Ist May, 1958. Post recognised for M.R.C.O.G. 

Applications to be forwarded to the Group Secretary, South- 
mead Hospital, Bristol, not later than March 15th, 1958. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. (15 miles from Edinburgh.) HOUSE SURGEON 
required Ist April, 1958 (pre-registration post), for General 
Surgical Unit. Salary and conditions of service in accordance 
with regulations. 

Applications to Group Secretary, Board of Management, 
Bangour General Hospital, Broxburn, West Lothian. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEONS (3). Applications are invited 
for 3 pre-registration posts in General Surgery which will be 
falling vacant during February, 1958. 2 of the posts are at Bury 
General Hospital and the third at Rossendale General Hospital. 

Apply, stating age, qualifications and other details, to the 
Group Secretary at Bury General Hospital, Bury, Lancs. 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (262 Beds.) Applications are invited for the following 
posts :— 

(a) HOUSE OFFICER (pre-registration) or SENIOR HOUSE 
OFFICER for Orthopedic and Casualty duties. Recognised for 
F.R.C.S. (surgical). Vacant immediately. 

(6) JUNIOR HOSPITAL MEDICAL OFFICER for Casualty 
duties. Resident post for single person, otherwise non-resident. 

Inquiries and applications to Hospital Secretary. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Regis- 
TRAR or SENIOR REGISTRAR (radiology—Diagnostic Depart- 
ment) required as soon as possible. 

Apply, with full particulars and names of 3 referees, to Secre- 
tary by 14th March. a 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Regis- 
TRAR to Orthopedic and Fracture Department (non-resident ) 
for 1 year in first instance from mid-May, reviewable annually. 

Apply, with full particulars and names of 3 referees, to Secre- 
tary, United Cambridge Hospitals, by 14th March. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Senior 
REGISTRAR (Radiotherapy Department) required as soon 
as possible. 

Apply, with full particulars 
Secretary by 8th March. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of PADIATRIC HOUSE 
PHYSICIAN, recognised for D.C.H., includes work in the ward 
and Outpatient Department and also provides experience in 
the care of the newborn. Opportunities exist for the study of 
preventive medicine among children, and child guidance work. 
Post vacant early April, 1958. National Health Service salary 
and conditions. 

Applications, together with copies of 2 


and 





GENERAL HOSPITAL 


and names of 3 referees, to 


testimonials, to be 


addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of SENIOR HOUSE 


PHYSICIAN is now vacant at Stodmarsh Road Annexe. Duties 
include care of 30-bedded unit of chest diseases, also work at 
the Chest Clinic and with the Pneumoconiosis Unit. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 





CANTERBURY. KENT AND CANTERBURY HOSPI- 
TAL. (277. Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration or third 
post), which is recognised for the F.R.C.S., is now vacant. 
National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 


CARLUKE, LANARKSHIRE. LAW HOSPITAL. (790 
Beds.) Applications are invited for the undernoted posts :— 
(a) JUNIOR HOSPITAL MEDICAL OFFICER and (6) 


HOUSE OFFICER in Orthopedic Surgery. The unit consists 
of 120 Beds and deals with acute orthopeedic and accident work 
from a large part of Lanarkshire, and offers excellent experience. 

(c) RESIDENT HOUSE SURGEON (pre- or post-registration ) 
for the 6 months commencing Ist February, 1958. 

(d) Locum ANASSTHETIST (Senior House Officer or Junior 
Hospital Medical Officer grading) for a period of 2 months. 

Applications, stating age, qualifications and previous 
experience, together with the names of 2 referees, should be 
sent to the Group Medical Superintendent, Law Hospital, 
Carluke, as soon as possible. : s 
CARDIFF. QGLAN ELY HOSPITAL, F airwater, 
CARDIFF. There will be a vacancy for a SENIOR HOUSE 
OFFICER early in April in this Hospital, which has 240 Beds 
for the treatment of tuberculosis—both pulmonary and non- 
pulmonary -—and allied chest conditions... Experience available 
in thoracic surgery and operative treatment of bone and joint, 
genitourinary and glandular tuberculosis. . 

Form of application from Group Secretary, 44, Cathedral- 
road, Cardiff. bo ae” ots tS ee ae 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in General Medicine at the Cardiff Royal Infirmary. 
Non-resident appointment to commence as soon as possible. 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 


CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 


REGISTRAR or REGISTRAR to the Department of Physical 
Medicine in this teaching hospital group, where there are oppor- 
tunities for postgraduate study. P 
Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. pe . Stree es eee 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(733 Beds.) Whole-time MEDICAL REGISTRAR. Vacant 16th 
May. Preference given to applicants with M.R.C.P. qualification. 
Further information from the Physician-Superintendent. Candi- 
dates may visit the Hospital by arrangement. 
Forms of application, returnable by 15th March, can be 
obtained from the Group Secretary at above address. 
CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN. (A general children’s hospital of 550 Beds.) 
RESIDENT MEDICAL REGISTRAR required to a firm 
comprising 180 Beds, including acute medical (60 Beds), polio- 
pelle, rheumatism, and long-stay wards, and with certain 
medical administrative duties. 
Applications, on forms obtainable from the Group Secretary, 
should be returned immediately. EERE Se 
(161 Beds.) 


Applications are invited for the post of RESIDENT HOUSE 
st urgical 





CHELMSFORD AND ESSEX HOSPITAL. 
RGEON. Pre-registration post. The post offers good s' 


experience. Recognised for the F.R.C.S. ; 
Applications, together with 2 recent testimonials, to the 
Secretary, Chelmsford Hospital Management Committee, 


London-road, Chelmsford. diets i fo ohn 8 Be Ee 
CHELTENHAM. ST. PAUL’S HOSPITAL. (39 surgical, 
86 geriatric beds.) SENIOR HOUSE OFFICER required. Main 
duties concerned with surgical beds. Person appointed would also 
be expected to carry out certain duties concerned with geriatric 
yatients. 

. Applications, giving details of qualifications, experience, and 
names of 3 referees, to the Group Secretary, General Hospital, 
Sandford-road, Cheltenham. . Jw: “ 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War Hospital). (430 Beds.) RESIDENT HOUSE 
SURGEON (Senior House Officer or Intern) required for 
Gynzecological (30 Beds) and E.N.T. (approximately 14 Beds) 
Departments. Salary in accordance with terms and conditions 
of National Health Service. Post vacant April. 

Applications, together with names and addresses of referees, 
to Physician-Superintendent, St. Peter’s Hospital, as soon as 
possible. = ee |. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War Hospital). (430 Beds.) ORTHOPACDIC 
HOUSE SURGEON (Senior House Officer or House Officer 
(intern) grade). 100 orthopedic beds. Post recognised for 
F.R.C.S. and pre-registration service. Salary in accordance 
with terms and conditions of National Health Service. Post 
vacant 21st April, 1958. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, Surrey. as BS sala. Pie 
CHICHESTER. ST. RICHARD’S AND ROYAL WEST 
SUSSEX HOSPITALS. Applications are invited for the t of 
RESIDENT OBSTETRIC AND GYNACOLOGY SENIOR 
HOUSE SURGEON, for 6 months in first instance. Obstetrics 
(16 Beds) at St. Richard’s (where resident) and gyneecology at 
both hospitals. Occasional relief duties at Maternity Hospital 
Rustington (52 Beds). Team of Consultant, Senior Hospital 
Medical Officer, Registrar and Senior House Surgeon. Salary 
£819 10s., less £150 p.a. for residence. > 

Apply. Group Secretary, 174, Broyle-road, Chichester, giving 
names of 2 referees. 
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COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for : 

Locum Tenens ORTHOPEDIC REGISTRAR with duties at 
Black Notley and Essex County Hospitals required immediately 
until 31st March, 1958; also some duties at The London Hospital. 

Essex County Hospital, Colchester (189 Beds) 

Post of HOUSE SURGEON. Recognised for F.R.C.S. 

First, second, third or pre-registration post, tenable for 
6 months. 

Post of SENIOR HOUSE OFFICER (Casualty and Radio- 
therapy). Post tenable for 6 months or 1 year. Recognised for 
F 8. 


Applications, with copies of 3 testimonials, to Secretary, 
Colchester Group Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 
The Corbett Hospital, Stourbridge (114 Beds) 
HOUSE OFFICER (surgical), pre-registration. Post vacant 
Woe 
rdsiey Hospital, near Stourbridge (478 Beds) 

HOU ‘SE OFFIC "ER (surgical), pre-registration. Post vacant 

now. 

Apply Group Secretary, Guest Hospital, Dudley, Worcs. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
PAZDIATRIC REGISTRAR, Ipswich and East Suffolk Hospital. 
Recognised for D.C.H. Appointment for 1 year, renewable for 
second year. 

Applications, stating age, experience, and the names of 3 

referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 17th March, 1958. Candidates 
invited to visit Hospital by direet arrangement with Hospital 
Management Committee Secretary, Ipswich and East Suffolk 
Hospital, Anglesea-road Wing, Ipswich. 
EAST GRINSTEAD, SUSSEX. QUEEN VICTORIA 
HOSPITAL (Plastic Surgery and Jaw Injuries Unit). RESIDENT 
HOUSE OFFICER required. Appointment vacant Ist April, 
1958, for 6 months. offering considerable opportunity to gain 
experience in plastic surgery and jaw injuries work. 

Apply, stating age, and names of 3 referees, to Hospital 
Secretary. Mv 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT PAZDIATRIC HOUSE PHYSICIAN for above 
Hospital. Post vacant 9th April, 1958. 6 months’ appointment. 
Post recognised for D.C.H. and for pre-registration purposes. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Administrator of Hospital by 14th March, 1958. 

EDGWARE GENERAL HOSPITAL. (715 Beds.) Junior 
HOSPITAL MEDICAL OFFICER, non-resident, required in the 
Casualty Department at above Hospital. Post vacant 20th March, 
1958. 

Apply, stating age, nationality, qualifications and giving details 
of experience, together with the names and addresses of 2 
referees, to Group Secretary, Edgware General Hospital, Edgware. 
Middlesex, by 15th March, 1958. 

EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 _ Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post recognised for 
F.R.C.S. purposes. 

Apply, stating age, nationality, qualifications and experience, 
together with the names and addresses of 2 referees, to Group 
Secretary, Edgware General Hospital, by 8th March, 1958. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT OBSTETRICAL AND GYNACOLOGICAL 
HOUSE SURGEON (2nd post pre-registration) required 22nd 
April, 1958. 6 months’ appointment. Post recognised for 
D.Obst. R.C.O.G. examination. Unit also recognised for 
M.R.C.O.G. examination. 

Applications, with the names of 2 referees, to the Group 

Secretary, Enfield Group Hospital Management Committee, 
at Chase Farm Hospital, Enfield. 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOU SE OFFICER 
required middle March, 1958, for General Medical and Surgical 
duties in acute General Hospital of 61 Beds. 12 months’ appoint- 
ment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital, The Ridgeway, Enfield. 


GLOUCESTER. ——_ 





HORTON ROAD AND CONEY HILL 
HOSPITALS. (1540 Beds.) Applications invited for the appoint- 
ment of a JUNIOR HOSPITAL MEDICAL OFFICER. Hos- 
pitals serve the North Gloucestershire Clinical Area, including 
Gloucester, Cheltenham, Stroud, and Forest of Dean. High 
admission-rate (850). All modern methods of treatment. New 
units provide for treatment of neurosis and alcoholism. Expand- 
ing outpatient services, day-hospital, long-stay annexes and 
social clubs. Encouragement and opportunity for study. Salary 
and conditions Whitley Council. Single accommodation available. 

Applications, with names of 3 referees, to Physician-Super- 
intendent. 

GRIMSBY. SCARTHO ROAD HOSPITAL. _ Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
OFFICER (surgical) required (pre-registration or Senior nd 
Officer grade) for duties in acute surgical unit of 56 Beds, modern 
theatre and Outpatient Department. Offers excellent experience 
of all types of general surgery. Married quarters available. Post 
vacant end of April, 1958. 

Applications, with names of 2 referees, to Hospital Secretary. 
GLASGOW NORTH EASTERN MENTAL HOSPITALS 
BOARD OF MANAGEMENT require SENIOR HOUSE OFFICER 
(resident) for Woodilee Mental Hospital, Lenzie (1272 Beds). 
Salary £819 10s. p.a. Outpatient clinic. Facilities for taking 
D.P.M. Commencing 17th March, 1958. 

Applications, stating age, training, experience, qualifications, 
and names of 2 referees, to the Medical Superintendent. 
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GLASGOW, E.3 ROBROYSTON HOSPITAL. Junior 
HOSPITAL MEDIC AL OFFICER required. The work carried 
out consists mainly of tuberculous pulmonary disease, though 
substantial units exist for skeletal and urological tuberculosis. A 
small unit for acute respiratory diseases also exists, and there 
are units for non-tuberculous chest disease and for geriatrics. 
The post is non-resident and conditions of service and salary 
are in accordance with Whitley Council regulations. 

Applications in writing should be made as soon as possible 
to the Physician-Superintendent. 
HADDINGTON. ROODLANDS GENERAL HOSPITAL. 
HOUSE SURGEON and HOUSE PHYSICIAN (Male), both 
resident, required for Ist April, 1958. The posts offer excellent 
experience and are recognised for pre-registration service. 

Applications or to the Group Secretary, East Lothian 
Hospitals Group Board of Management, 31, Court-street, H 
dington, stating experience and giving names of 2 referees. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) Applications are invited for the post of HOUSE 
SURGEON §(surgery/E.N.T.—pre-registration), vacant now. 
This Hospital is the main surgical hospital in the Hastings area 
and the post offers excellent experience. 

Apply, with 2 testimonials or the names of 2 referees, to 
Hospital Administrator. 

HASTINGS AND ST. LEONARDS. BUCHANAN HOS8- 
PITAL. (91 Beds.) Locum HOUSE SU —_— S logy) 
required. 13th March-28th March inclusive. ry £10 

a week, less board. 

Apply, with names of 2 referees, to the Administrator. 
HEREFORD GENERAL HOSPITAL. (154 Beds.) House 
OFFICER (general surgery) required immediately. Pre-registra- 
tion post. Hospital rec ised by R.C.S. Duties Yinclude care of 
general surgical beds and in addition for 3 months of orthopedic 
beds and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Eign-street, Hereford. 
HILLINGDON HOSPITAL, Parvati Middiesex. (621 

Beds.) PA®DIATRIC HOUSE PHYSIC TAN. Duties include 
experience in the General Children’s Medical Ward, Neonatal 
Unit and Prediatric ae Clinics. Post vacant Seataaing 
April and recognised for D.C.H. Applications from registered an 
pre-registration practitioners. 

Apply, stating age, qualifications, nationality and experience. 
with copies of not more than 3 recent testimonials, to Medicai 
Director by 10th March. 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON required. Post vacant 1 
March, 1958. Recognised as pre-registration post and for F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator. 

HOVE GENERAL HOSPITAL. Senior House Officer 
(recognised for F.R.C.S.) required on 17th April, 1958. Duties 
of Resident Surgical Officer. Appointment for 1 year. 

Applications, stating age, qualifications and full details of 
experience, together with names and addresses of 2 referees, to 
the Administrative Officer, Hove General Hospital, Sackville- 
road, Hove, 3. 

HOVE GENERAL HOSPITAL. Pre-registration House 
SURGEON (with ward and ge > required for a period 
of 6 months from 10th March, his post is for 
~ F.R.C.S. and provides a wide pot. in an active cungieal 
unit. 

Applications, stati age, qualifications, and full details of 
experience, together with the names and addresses of 2 referees, 
to the Administrative Officer, Hove General Hospital, Sackville- 
road, Hove, 3 5 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from provisionall Moun w medical practitioners 
for the post of HOUSE PHYSICIAN, to commence duties 
immediately. Salary in accordance with natio 

Applications, together with copies of 3 recent testimonials, to 

be addressed to the undersigned ae "> —— 

. JOHNSO: 
Secretary to ey FS nem Committee. 

The Royal Infirmary, Huddersfi 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The 

recognised as a pre-registration Zepetntmnent and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as —-. 

OHNSO: 
Secre to the ienagumens Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD. ST. LUKE’S HOSPITAL. (235 B ee) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITT: ae A 

cations are invited for the post of _RESIDEN MEDI AL 
OFFICER (Senior House Officer ga) at the above Hospital, to 
commence duties on we a ril, 1958. The duties will be mainly 
surgical, in a hospital ich caters for chronic sick, se 
maternity and acute A. and surgical patients. Salary i 

accordance with the terms and —— of service for hospital 

medical and dental staff, £819 10s. p 

Applications, together with capite Of 3 recent testimonials, to be 
sent to the unde salened as soon as possible. 

J. JOHNSON, 
Secretary to the Management C Jommittee. 

The Royal Infirmary, Huddersfield. 

—, KINGSTON GENERAL HOSPITAL. (419 Beds.) 

ULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
gu RGEON (pre-registration post). Resident, and tenable for 6 
months. This post includes gynzcology and general surgery 

Applications, with recent testimonials, to the Hospital 
Secretary. 
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HOLT, NORFOLK. KELLING HOSPITAL AND 
DEPARTMENT OF THORACIC SURGERY. Applications are invited 
for the appointment of RESIDENT SENIOR HOUSE OFFICER 
which will become vacant on Ist April, 1958. The Hospital 
(180 Beds) deals with tuberculous and non-tuberculous chest 
conditions and offers excellent experience in chest medicine 
and thoracic surgery. 

Applications, stating age, sex, qualifications, nationality and 

experience, together with names of 2 referees, to the Group 
Secretary, Cromer Area Hospital Management Committee, 
Cliff-avenue, Cromer, Norfolk, who will be pleased to supply 
any other information concerning the appointment. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments. The post is recognised for pre- wre w+ and for the 
D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to Hospital Secretary. 

IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopeedic Depart- 
ment. Approved pre-registration post. 

a with copies of recent testimonials, to the Hos- 
pita Secretary 
IPSWICH AND EAST SUFFOLK HOSPITAL “(He yath- 
ROAD WING), IPSWICH. Pre-registration post of HOUSE SUR- 
GEON to General Surgeon vacant. ecognised for R.C.S. 
examination. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. Clinical 
ASSISTANTS—Local G.P.s only. Obstetrics and gynecology— 
Wednesdays a.M. Medicine—Monday or Friday A.M. or Tuesday 
A.M. (diabetics). Surgery (orthopedic and traumatic )}—Monday 
or Tuesday P.M., Wednesday or Friday A.M. Peediatrics—Thurs- 
days P.M. £183 15s. p.a. 

Applications, with names of 2 referees, to Group Secretary, 
South West Middlesex Hospital Management i cress West 
Middlesex Hospital, Isleworth, by 10th March, 1958 
KEIGHLEY AND DISTRICT VICTORIA HOSPITAL 
KEIGHLEY, YORKSHIRE. (General—139 Beds.) RESIDENT 
HOUSE PHYSICIAN required immediately for period of 4 
months or for full term of 6 months. Approved pre-registration 
appointment. 4 residents on staff. 

Applications, with full particulars as to age, nationality and 
qualifications, and copies of 2 testimonials, to be sent to Group 
Secretary, Hospital Management Committee, 17, St. John’s 
Hospital, Keighley, as soon as possible 
KENDAL. WESTMORLAND COUNTY HOSPITAL. (82 
Beds.) RESIDENT SENIOR HOUSE OFFICER (medical). 
Duties include the care of acute cases under the supervision of 
Consultant Physicians, and attendance at consultative clinics. 
Post tenable for 1 year. 

Apppentiom, with full particulars and names of 2 referees, to 

be addressed to Group Secretary, Royal Lancaster Infirmary, 
Lancaster. 
KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHAMPTONSHIRE. Applications are invited for the post of 
yo SURGEON (pre-registration). Post recognised for 
‘.R.C.S, 

Applications, stating age, experience, and qualifications, 

together with copies of 3 recent teStimonials, to be sent to the 
Group Secretary at the above address. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
y NIT, Groby-road, LEICESTER. (328 Beds.) Applications are invited 
for the appointment of RESIDENT SENIOR HOUSE OFFIC ER 
(surgical). Salary, £819 10s. p.a., less £150 residential emol 

he appointment is tenable for 6 months, and may be cstepded 

ra further period of 6 months. Experience will be gained in all 
branches of thoraci ic surgery, including cardiac surgery. The post 
is recognised for the Final Fellowship. 

Applications, giving agé. qualifications, dates, &c., and copies of 
2 recent testimonials, to be forwarded!as soon as possible to the 
Department of Thoracic Surgery at the above Hospital. 

LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 
Anesthetics 

Huddersfield Group (approximately 225 Beds in the surgical 
specialties). Non-resident. 
General Medicine 

(a) St. James’s Hospital, Leeds (to be associated with 50 Beds 
under the clinical care of physicians from the Teaching Hospital). 
Resident /non-resident. The successful candidate will be required 
to live-in 1 day in the 3 if non-resident. 

(b) Pontefract and Castleford Group (65 general medical beds). 
Married accommodation available. 

Ophthalmol ogy 

Huddersfield Group (23 eye beds and 1500 new outpatients 

Papehinteg ). Non-resident. 


Ps, 

en la "Pole Hospital, Willerby (1174 Beds), and associated 
clinics. Resident or non-resident. If desired, facilities for attend- 
ance at the Leeds University will be provided if the successful 
candidate is studying for the D.P.M. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 12th March, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM_TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the s ~ oy ialties of ansesthetics, general medicine, 
general and orthopedic surgery, and psy chiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 












































LEEDS. THE - aga eh B  saes fa ein A THE 
GENERAL INFIRMARY AT RESIDENT MEDICAL 
OFFICER oo at the IDA AND ROBERT ARTHINGTON 
HOSPITAL, Cookridge, Leeds. The Hospital is used as a pre- 
convalescent annexe to the teaching hospital. The post involves 
some lar duties at the General Infirmary at Lee 
Residential accommodation available for single person; house 
available for married officer at reasonable rental. Appointment 
tenable for 1 year. Post vacant now. The post is of Senior 
House Officer status. 

Applications, giving age, qualifications, posts held with dates, 

and 3 names for reference, should be sent to the Secretary to 
the Board, as soon as possible. 
LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. REGISTRARS in Anesthetics 
(2) required for duties in the Teaching Hospital Group. 1 post 
vacant now, the other vacant Ist July, 1958. Terms and condi- 
tions of service for hospital medical staffs apply. 

Applications, stating age, qualifications, experience (with 
relevant dates), and giving 3 names for reference, to be forwarded 
to the Sub-Dean, the Medical School, Leeds 2, as soon as possible. 
piense state preference of post. 

NCASTER BEAUMONT HOSPITAL, Siyne-road. 
PRDIATIUC REGISTRAR (resident ). Experience essential 
of all practical peediatric techni ~~ (exchange transfusion, blood- 
trans —— &c.). Duties include experience in children’s medical 
ward, in neonatal unit, and pediatric outpatient clinics. Unit 
recognised for D.C.H. Candidates may visit hospital by direct 
appointment. 

Applications, together with names of 2 referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSP!- 
TAL. (197 Beds.) CASUALTY OFFICER (Senior House Officer), 
Male or Female, resident or non-resident, and suitable for one 
reading for higher qualifications a recognised for F.R.C.S 
affording contact with all specialist units in the Hospital. 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 

LEWES (near). CHAILEY , HERITAGE (Craft School and 
Hos ital), NORTH CHAILEY, near LEWES, SU a bgt eee 
children’s orthopedic hospital). i= BU 2 P AGE- 
MENT COMMITTEE. JUNIOR H TAL MEDICAL “OFFIC ER. 
Resident post now vacant, ve = $ years initially. Work covers 
long-term orthopeedics and ~~ conditions. Previous 
experience as either Ortho _~ ic House Surgeon or Perediatric 
House Physician necessary. Interested candidates invited to visit. 

_Apply, with names of 2 referees, to Medical Administrator. 
LINCOLN COUNTY HOSPITAL, Sewell-road, Lincoin. 
(200 Beds.) Applications aes invited for the a pointment of 
RESIDENT HO! JSE SURGEON (Male or Female). This is an 

age pre-registration ~— which is vacant immediately. 

e duties are with a general surgeon. This post will be 
followed, if satisfactory, by appointment for a further 6 months 
as House Physician. 

Applications, with copy testimonials, should be sent to ithe 
Group Secretary, Lincoln County Hospital, as 800n as p 
LINGFIELD HOSPITAL SCHOOL FOR EPILEPTIC 
oman. lications are invited for the post of JUNIOR 
HOSPITAL ATEDICAL OFFICER at the above Hospital. 
Neurological or peediatric experience desirable but not essential. 
Salary according to scale and house available at nominal rental 
for married man. Superannuable under F.S.S. 

Applications, stating age, marital status. fall. particulars of 
qualifications and experience with names of 3 feferees, to be sent 
to Medical Superintendent. Hospital School, Lingfield, Surrey. 
LIVERPOOL WATERLOO HOSPITAL. Resident 
MEDICAL OEFIC ER (Junior nee Medical Officer grade) 
required for this 50-Bedded a 

Apply to Secretary, Walton Hospital, Liverpool, 9. 
MAIDSTONE. WEST KENT GENERAL gyi std mong 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTE 
Applications are invited for the pre-registration post of HOUSE 

SURGE ON. 6 months’ a oP. ointment. Post vacant immediately 
Salary — LY rate of £467 10s.-£577 10s. r; deduction at t e 
rate of £125 a " tag is made for board and lodging, and other 
oes provide 

pplications should be forwarded, as soon as possible, to the 
FV = Officer at the Hospital. 
MANCHESTER. CRUMPSALL HOSPITAL. Applications 
are invited for the post of RESIDENT CLINICAL PA 
LOGIST (Senior House Officer grade). Vacant 10th March, p58. 
Tenable for 1 your and presents opportunities for gaining 
experience in all branches of clinical pathology. Previous 
experience in pat ing not essential. 

Applications, with ll details and names of 2 referees, by 
10th March, to Group Secretary, North Manchester —?. am 
Management Committee, Crumpsall Hospital, Manchester, 
MANCHESTER, 8. CRUMPSALL HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER to 
the Psychiatric Department at the above general Hospital. 
Vacant 31st March, 1958. This department offers experience in | 
branches of psychiatric illness, including all modern santas of 

treatment. Facilities available for candidates taking Diploma in 
Psychiatric Medicine. Experience not essential. 

Applications, with names of 2 referees, by 10th March, 1958, to 
Group Secretary, North Manchester Hospital Management Com- 
mittee, Crumpsall Hospital, Manchester, 8 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
yt g HOSPITAL MANAGEMENT COMMITTEE. Applications 

re invited from registered medical practitioners for the a of 
RESIDENT SURGICAL OFFICER (Registrar at 
Wythenshawe Hospital. The a will include the reepaneneiliey 
for general surgical beds and is recognised by the Royal College 
of Surgeons. 

Applications, stati age, qualifications, present post, experi- 
ence and the names of 2 referees, to the Group Secretary, Withing- 
ton Hospital, Manchester, 20. 
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MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the full-time post of ORTHOPACDIC 
REGISTRAR in the Ashton, Hyde and Glossop Group of hospitals 
with duties mainly at Ashton-under-Lyne General Hospital. 
There are approximately 40 orthopedic beds and busy Ortho- 
pedic and Casualty Outpatient Departments. The post is recog- 
nised for additional training under F.R.C.S. regulations. 

Applications, stating age, nationality, qualifications and ex- 
perience, with copies of 2 references, should be forwarded to the 
Group Secretary, Ashton, Hyde and Glossop Hospital Manage- 
ment Committee, General Hospital, Ashton-under-Lyne, Lanca- 
shire, as soon as possible. 

MANCHESTER REGIONAL HOSPITAL BOARD. Regis- 
TRAR for the Geriatric Department of the Bolton and District 
Group of hospitals. Vacant mid-March. 

Applications, stating age, nationality, qualifications, experi- 

ence, and the names of 2 referees, should be sent immediately to 
Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
REGISTRAR in Radiology at Withington Hospital. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to be sent to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MANCHESTER. BOOTH HALL CHILDREN’S HOSPI- 

TAL, BLACKLEY, MANCHESTER, 9. (380 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required for Plastic Unit and 
Regional Burns Unit (45 Beds for severe burns and scalds). 
Post vacant Ist April. £170 deducted for full emoluments. 

Applications, giving names and addresses of 2 referees, to be 

sent to Group Secretary, from whom further particulars may be 
obtained. 
MANCHESTER. UNITED MANCHESTER HOSPITALS 
AND MANCHESTER REGIONAL HOSPITAL BOARD. SENIOR 
REGISTRAR in Obstetrics and Gynecology, to commence as 
soon as possible. Whole-time, non- — nt ap v0intment for 1 
year, renewable, commencing at St. Mary’s Frospitals, Man- 
chester, 13. M.R.C.O.G. essential. Arrangements may eventually 
be made for the successful candidate to transfer to one of the 
Manchester Regional Hospitals to continue training. 

Application form obtainable from the undersigned, to be 
returned by 22nd March, 1958. 

J. CABLE, Secretary to the Board of Governors. 
United Manchester Hospitals 

Manchester Royal Infirmary, Manc heste r, 13. 
MARKET DRAYTON, SHROPSHIRE. CHESHIRE 
JOINT SANATORIUM. SENIOR HOUSE OFFICER required for 
inpatient and outpatient duties with Thoracic Surgical Unit dealing 
with tuberculous and non-tuberculous cases for a population of 
approximately 500,000. 

Applications to Medical Superintendent at the Sanatorium. 
MIDDLESBROUGH. NORTH ORMESBY HOSPITAL. 
(184 Beds.) TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE OFFICER 
(surgery) for Surgical Team No. 2 at the above Hospital. The 
post 2 setgaees for pre-registration service under the Medical 
Act, 1950. 

Applications, stating full details and giving 2 names for 

reference, should be addressed to the Hospital Secretary as soon 
as possible. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds.) New- 
CASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (Accident and Admission Department). 
Post vacant April, 1958. Recognised for F.R.C.S. 

Applications, with names and addresses of 2 referees, should 
be sent to the Secretary, Newcastle General Hospital, Westgate- 
road, Newcastle upon Tyne, 4, as soon as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR ANAESTHETIST, whole-time, for Regional Chest 
Surgery (160 Beds), Shotley Bridge General ‘Hospital. The great 
bulk of the work will be in the main centre and is concerned with 
non-tuberculous conditions (cardiovascular, mediastinal cesopha- 
geal, as well as pulmonary). Candidates should possess a higher 
qualification such as F.F.A. R.C.S., have had considerable ex- 
perience with anesthesia and have had a sound preliminary 
general medical or physiological training. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR NEUROSURGEON, whole-time, for Regional Neuro- 
ove ry Service. Main centre Newcastle General Hospital (848 
3eds). 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 dove. 
NEWMARKET GENERAL HOSPITAL, Suffolk. Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
now. Duties include house charge of general surgical and some 
eye cases. Post resident and available for 6 months; recognised 
for pre-registration. 

Applications, with copies of 3 testimonials, to Medical Super- 
intendent. bs 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Ap plications are invjted for the appointment of HOUSE 
SURGEON at the West Norwich Hospital (Male or Female). 
This is a pre-registration post and recognised for final F.R.C.S. 
examination requirements. Duties general surgical and including 
burns and plastic work. The beds at this Hospital are under 
the control of the Consultant staff of the Norfolk and Norwich 
Hospital. Membership of a medical defence society is a condition 
of appointment. 

Applications, giving full details with names of 2 referees, to 
Group Secretary, Hospital Management Committee, St. 


Stephen’s-road, Norwich, immediately. 
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NEWTON ABBOT HOSPITAL, South Devon. Senior 
HOUSE OFFICER (medicine), Male or Female, required, 24th 
March, 1958. Duties divided equally between 20 acute medical beds 
in general section and 140 geriatric beds. This officer is also 
required to stand in when Senior House Surgeon otherwise 
engaged. Married quarters available. 

Applications, stating qualifications, nationality, age, with copy 

testimonials, to be sent to the Group Secretary, Torquay Dis- 
trict Hospital Management Committee, Torbay Hospital, 
Torquay, S. Devon. _ 
NORTHAMPTON. ST. CRISPIN _ HOSPITAL, Duston, 
NORTHAMPTONSHIRE. (1100 Beds.) SENIOR HOUSE OFFICER 
required. Salary according to national scale (£819 10s.). 
Accommodation is available at the Hospital. The Hospital is 
approved for training for the D.P.M. of the Conjoint Board and 
the post offers excellent opportunities for participation in 
inpatient and outpatient work, E.E.G. investigations and child 
psychiatry. There is a modern Admission Unit and an annual 
admission rate of over 850 patients. Regular case conferences 
are held 

Applications, giving full details, and names of 3 referees, to 
be sent to the Physician-Superintendent at the Hospital within 


14 days. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ANA®STHETIC REGISTRAR required for the 
Centre for Plastic Surgery. Duties will consist of routine work 
in the Centre together with emergency work both in the Centre 
and in the general hospital. Candidates should be working for, 
or in possession of, the higher qualifications in anzsthesia. 

Application forms Pe veh ~ from and returnable to the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 10th March, 1958. 
NOTTINGHAM CITY HOSPITAL. (811 Beds. Recog- 
nised for training for M.R.C.O.G.) SHEFFIELD REGIONAL HOS- 
PITAL BOARD. ‘hole-time RESIDENT REGISTRAR (obste- 
trics and gynecology) required. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 10th March, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. salah Salles ; 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE ———— (obstetrics 
and gynecology ), recognised for pre-registration purposes, which 
will be graded Senior House Officer or House O Roar in accord- 
ance with experience. Recognised for the M.R.C.O.G. and 
D.Obst.R.C.0.G. Post vacant 6th April, 1958. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. Oey 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
SURGICAL REGISTRAR required. Duties include work in the 
Casualty Department. Appointment for 1 year in the first 
instance. 

Apply to Secretary, Sheffield Regenel Hospital Board, Old Ful- 
wood-road, Sheffield, by 10th arch, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. : i 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in General Medicine to the Hospitals of the High Wycombe 
and Amersham area. Whole-time, non-resident. The appoint- 
ment will be for 1 year and will be eligible for extension to 2 


years. 

Applications on forms obtainable from the Secretary, 
mesiioans Committee, 43, Banbury-road, Oxford, to reach 
him by 8th March. GF LE NN OT TE OO / 
OXFORD. LITTLEMORE (MENTAL) HOSPITAL 
AND ASHHURST CLINIC. Applications are invited for the post of 
SENIOR HOUSE OFFICER. Previous experience as House 
Surgeon or ry sician essential. Previous psychiatric erty in tk e 
unnecessary. The Physician appointed will work primarily in the 
insulin therapy clinic and with a Senior Consultant at outpatient 
clinics. There are ample facilities for postgraduate study in a 
teaching general hospital. Salary £819 10s. p.a. 

Apply Physician-Superintendent, Littlemore Hospital, near 
Oxford. ea eee PO Se 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 

STAMFORD HOSPITAL MANAGEMENT COM- 


Vacant 


MITTEE. HOUSE SURGEON (general surgery). 
now. 


Applications, with testimonials, should be addressed to the 
Secretary, Memorial Hospital, Peterborough. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (336 Beds and large Outpatient Department— 
serving population of 174,000.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology). The post is to 30th Septerhber, 1958, in 
the first instance. Previous experience in pathology not essential. 
Emergency duties are shared with other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent Testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd, as soon as 


IR OE EE ES 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 


eT ie 
1) Saint Mary’s Hospital 
HOU s det RGEON (pre- stration). Vacant now (2 posts). 
ospital 


Royal Portsmouth 
SURGEON (pre-registration). 
195 


Applications, stating age, experience and qualifications, 
together with the names | 2 referees, should be forwarded as 


soon as possible to E. H. Hurst 
St. Mary’s Hospital, Milton- road, Portsmouth. 


HOU SE Vacant 14th March, 
8. 
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PAISLEY. ROYAL ALEXANDRA INFIRMARY. Junior 
HOSPITAL MEDICAL OFFICER for general duties required 
immediately. 

Applications to Group 
Alexandra Infirmary, Paisley. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEONS (pre-registration) required immediately. 

Applications to Group Medical Superintendent, 
Infirmary, Paisley. - 

PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER from registered medical practitioners 
who have held at least 1 Senior House Officer’s appointment. 
The applicant should be able to drive a car. The duties, in 2 
departments, will be chiefly in connection with infectious and 
venereal diseases, the former including a substantial proportion 
of cases in children. The appointment will be for 1 year in the 
first instance, and will then be subject to review at the end of this 
period. The post is non-resident, but the successful candidate 
will be required to live near the Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special Hos- 
Management Committee, 8, Nelson-gardens, Stoke, 
*lymouth. 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON (pre- or post- 
registration) required in the Accident and Orthopedic Depart- 
ment. F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
RAMPTON HOS- 
#ITAL. (1143 Beds for mental defectives of both sexes exhibiting 
conduct disorders.) SENIOR REGISTRAR. Excellent oppor- 
tunities for study of psychopathic behaviour and for arch. 
Psychiatric experience essential; D.P.M. or Part I thereof desir- 
able. Modern house available. Candidates may visit hospital by 
appointment. 

Applications, naming 3 referees, to Medical Superintendent by 

21st March, 1958. 
RICHMOND, SURREY. ROYAL HOSPITAL. (121 Beds.) 
KINGSTON GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from suitably qualified and experienced medical 
officers for the appointment of Full-time RESIDENT REGIS- 
TRAR (general surgery) which will become available shortly. 
Single or married quarters will be available. 

Forms of application may be obtained from the Group Secre- 
tary (a foolscap stamped addressed envelope to be enclosed ), and 
the completed forms should be returned to the Group Secretary, 
35, Coombe-road, Kingston, within 14 days of the appearance of 
this advertisement. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. RESIDENT HOUSE OFFICER (surgery) 
required immediately at the Rochdale mre 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs. 

ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade) (1 of 2 in the depart- 
ment) vacant now. Salary £819 10s. p.a., post tenable for 6 
months or 1 year. 

Applhecations, stating age, nationality, ualifications and 
experience, with recent testimonials, to Hospital Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds.) Locum SURGICAL REGISTRAR required for period 
17th—30th March, 1958, inclusive. 

Apply immediately to the Secretary. &. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds.) Applications are invited for the resident appointment of 
SENIOR HOUSE OFFICER (clinical pathology). Post tenable 
for 1 year and recognised for Diploma in Pathology. Previous 
experience in pathology not essential but applicants must have 
had good clinical experience. Post now vacant. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Secretary as soon as possible. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds.) Locum REGISTRAR required for Chest Unit on month- 
to-month basis, pending appointment being made by the Regional 
Hospital Board. 

Apply immediately to the Secretary. 


Medical Superintendent, Royal 


Royal 





SALFORD,6. HOPE HOSPITAL. Salford Hospital Man- 
AGEMENT COMMITTEE. Applications are invited for the post of 
SECOND RESIDENT CLINICAL PATHOLOGIST (Senior 
House Officer grade) for a period of 6 months or 1 year, in the 
Group Laboratory at Hope Hospital, Salford, 6, which is now 
vacant. Post recognised for the - = y in Pathology. 

Applications, together with details of age, qualifications and 
the names and addresses of 2 referees, should be forwarded to 
the Hospital Secretary. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

REGISTRAR in E.N.T. surgery based at the Royal Infirmary, 

Glasgow, with duties possibly at Law Hospital, Carluke. 

a in Medicine based at Larkfield Hospital, 

sreenock. 

REGISTRAR in Medicine based at Stirling Royal Infirmary. 

REGISTRAR in Psychiatry based at Riccartsbar Mental 

Hospital, Paisley, Renfrewshire. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 15th March, 1958. 











SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR (resident) in Infectious Diseases 
at the City Hospital, Edinburgh. 

Apply, giv particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, within 3 weeks. 


SCOTLAND. EG! 





SOUTH-EASTERN REGIONAL HOS- 

PITAL BOARD. 2 REGISTRARS to the South-Eastern Regional 

Orthopeedic Service. The duties will be mainly confined to the 

pare ~ ened of Edinburgh and the Princess Margaret Rose 
ospital. 

Apply. giving particulars of age, previous experience and 
qualifications, together with the names of 2 referees, to the 
Secretary, 11, Drumsheugh-gardens, Edinburgh, 3, by 22nd 
March, 1958. Further particulars can be obtained on application. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in the Regional Thoracic Surgery 
Unit based on the Eastern General Hospital, Edinburgh. 

Apply, giving particulars of age, qualifications and previous 
experience, together with the names of 2 referees, to the Secre- 
ae 11, Drumsheugh-gardens, Edinburgh, 3, by 22nd March, 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Obstetrics and 
YT oeecogy | at the Royal Infirmary of Edinburgh and the 
Simpson Memorial Maternity Pavilion. 

Apply, givi particulars of age, qualifications and previous 
experience, and the names of 3 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 22nd March, 1958. 
SHREWSBURY. CROSS HOUSES HOSPITAL. Obstetric 
— SURGEON. Pre-registration post. Vacant Ist April, 
Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. acant 
23rd April, 1958. Pre-registration candidates eligible. Rec d 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN, pre-regis- 
tration candidates eligible. Vacant 23rd April, 1958. 

Applications, with copy testimonjals, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY. Ortho- 
PADIC/ACCIDENT HOUSE SURGEON (Senior House Officer). 
Successful applicant will be allowed to attend for 2 days a month 
at the Robert Jones and Agnes Hunt Orthopedic Hospital, 
Oswestry, for postgraduate study, with the Consultant. Post 
recognised under revised Fellows ip lations in respect of 6 
months’ training required for the final Fellowship examination. 
Vacant Ist March, 1958. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR HOUSE OFFICER (casualty) required from 
3rd March, for about 4 weeks, working with Casualty Registrar 
in busy Casualty Department. 

Applications, with names of 2 referees, to Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ANESTHETIC REGISTRAR, resident, requiged, with duties 
$ —,. 7 ee in the Group. Post recognised for D.A. and 
.F.A. R.C.S 
































Forms of application from and returnable to Secretary, 
Windsor Hospital Management Committee, Alma-road, Windsor, 
by 8th March. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Apeioer are invited for a whole-time appoint- 
ment as NON-RESIDENT MEDICAL OFFICER (2nd year 
Registrar) to fill a vacancy in the approved establishment at the. 
Hasti Group of hospitals. The post will be vacant from 
16th May, 1958. The salary will be £1061 10s. p.a. and the 
— will be in accordance with the terms and conditions 
of service of hospital medical and dental staff (England and 
Wales) and will be for 1 year in the first instance. 

Applications, giving particulars of . qualifications and 
experience, with relevant dates, ther with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 15th March, 1958. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. sopuceees are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the eves establishment at the Dartford Group of hos- 
pitals. Duties will be mainly at Joyce Green Hospital, Dartford, 
and also West Hill Hospital, Dartford, Kent. The salary will be 
£1061 10s. p.a. and the appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staff (England and Wales) and will be for 1 year in the 
first instance, renewable for a further year. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names an 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East a... er Regional Hospital Board, 
i Femara crate London, W.1, not later than 15th March, 
1958. 


ROYAL SOUTH HANTS HOS- 
RESIDENT HOUSE SURGEONS (2) 
required immediately. Pre- stration candidates eligible. 
The posts are rec d for F.R.C.S. and offer exceptional 
opportunities for general experience with a Senior S ical 
Registrar in a busy acute unit of 70 beds. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 














SOUTHAMPTON. 
PITAL. (274 Beds.) 
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SOUTHAMPTON. ROYAL poe HANTS HOS- 
PITAL. (274 Beds. Recognised for F.R.C. 

SENIOR HOUSE OFFICER ph name 

ORTHOPADIC HOUSE SURGEON (post recognised for 

pre-registration ). 

The Hospital is the centre to which all trauma from a large 
industrial town and port is directed, thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Sout hampton. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for 1 of the 2 surgical teams. Post recognised for F.R.C.S. Post 
vacant 16th April, 1958, and tenable for 6 months. Preference 
given to candidates seeking post under the Medical Act, 1950. 

Applications to Secretary, Mid-Hertfordshire Group Hospital 
Management Committee, Bleak House, Catherine-street, St. 
Albans. 

ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(324 Beds.) HOUSE PHYSICIAN (House Officer grade) required 
for 1 of the 2 medical firms for duties mainly on the acute wards. 
Post vacant 3rd April, 1958, and tenable for 6 months. Prefer- 
ence given to candidates seeking post under the Medical Act, 1950. 

Applications to Secretary, Mid-Hertfordshire Group Hospital 

oo ~ Committee, Bleak House, Catherine-street, St. 
Albans. 
STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. Applications are invited for the post of 
RESIDENT HOUSE SURGEON (obstetrics and gynecology ) 
at Stirling Royal Infirmary for the 6-month period commencing 
Ist April, 1958. This is a pre-registration or post-registration 
post and is recognised for the D.Obst.R.C.O.G, 

Applications should be sent to the Group Medical Superin- 

tendent, Stirling Royal Infirmary. 
STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. Applications are invited for the post of 
RESIDENT HOUSE SURGEON (general) at Stirling Royal 
Infirmary, vacant immediately. This is a pre-registration or 
post-registration post. 

Applications should be sent to the Group Medical Superin- 

tendent, Stirling Royal Infirmary. 
STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of HOUSE OFFICER (general surgery), 
which is approved for pre-registration purposes. Recognised 
for the F.R.C.S., vacant 7th April, 1958. 

Applications, with copies of 2 testimonials, to the Group 

Secretary, Stockport and Buxton Hospital Management Com- 
mittee. 598, Shaw-heath, Stockport. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (obstetrics and gynecology) required, 
vacant shortly. tr  peearers post. Recognised for M.R.C.O.G. 
and D.Obst.R.C. 

Applications oa Hospital Secretary as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (peediatrics) required. Post vacant 
Ist April. Recognised D.C. 

Applic ations, with copy te stimonials, to the Secretary at the 
Hospital, as soon as possible. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (general surgery ) required. Hospital 
recognised for F.R.C.S. Post vacant very shortly. 

Applications to Hospital Secretary as soon as possible. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for the appointment of SENIOR 
HOUSE OFFICER as Casualty Officer and Orthopedic House 
Surgeon at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of year’s training under Fellowship 
regulations. Work of Aceident and Orthopedic Department, 
associated with Nuffield Orthopedic Centre (Wingfield Morris 
Orthopeedic Hospital), Oxford, includes large number of indus- 
trial ‘injuries. Salary £819 10s. p.a., less charge for residential 
emoluments. 

Full details and names of 3 referees to Secretary, 
Swindon, Wiltshire, immediately. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT ANASTHETIC 
REGIST RAR required Ist May. Post recognised for 
F.F.A. R.C. 

Applic oot a forms obtainable from and returnable to Secre- 
tary, Windsor Group Hospital Management Committee, Alma- 
road, Windsor, by 15th March. 

TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of HOUSE OFFICER (E.N.T.). Post- 
registration appointment, recognised for F.R.C.S. and D.L.O. 

Applications, stating age, nationality and qualifications, to- 

gether with the names of 2 referees, should be forwarded to the 
Group Secretary, Taunton Hospital Management Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (pediatrics), Male or Female. Post recognised for 
D.C.H. The post will become vacant in early March. Scale of 
salary £819 10s, p.a., less a deduction of £150 p.a. for residential 
emoluments. 

Applications to be forwarded to Henry L. Boot, Group 
secretary, Warrington and District Hospital Management 
Committee, ec o General Hospital, Warrington, Lancs. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (211 Beds.) Applications are invited for the post of 
HOUSE SURGEON af the above Hospital. This is a pre- 
registration post and is recognised for F.R.C.S. Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. 


, Okus- road, 
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WATFORD. SHRODELLS HOSPITAL. (General hos- 
pital—320 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER to a modern Geriatric Unit of 180 
Beds. Adequate time for reading. The Hospital is within reach 
of London teaching classes. 
anon ations, together with copies of 2 testimonials, should 

reac 1 the Medical Administrator as soon as possible. 
WARWICK (near). CENTRAL MENTAL HOSPITAL. 
(1400 Beds.) SENIOR HOUSE OFFICER, Neurosis Unit, 
Adult and Child Psychiatry Clinics, Departments of Electro- 
encephalography, Occupational Therapy, Psychology and Social 
Wor Rec ognised for D.P.M. Accommodation available. Post 
vacant. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent. 
WELSH REGIONAL HOSPITAL BOARD. Registrar in 
General Surgery, Llanelly. Resident. Subject to review end of 
first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WEST DORSET @rouPp HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANASTHETIC REGISTRAR required for West 
Dorset Group of hospitals, for duties in Weymouth, Dorchester 
and Bridport. Post vacant Ist April, 1958, and tenable for 12 
months, with possible renewal for further year. Salary according 
to experience—£935 or £1061 10s. p.a., with deduction of £170 p.a. 
if resident. 

Application form, available on request, from the Group Secre- 

tary, West Dorset Hospital Management Committee, Damers- 
road, Dorchester, Dorset. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds.) Applications are invited from duly qualified medical 
yractitioners for the pre-registration appointment (resident) of 
IOUSE SURGEON. Immediate vacancy. 

Applications, stating age, qualifications, together with names 
and addresses of 2 referees, should be addressed to the Secretary, 
Weston-super-Mare Hospital Management Committee. 





WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds.) 
CASUALTY OFFICER (Senior House Officer grade) required 
for approximately 6 months from mid-March. 

Applications, stating age, qualifications, nationality and 
experience, together with copy testimonials, to Group Secretary, 
West Dorset Hospital Management Committee, Damers-road, 
Dorchester, Dorset, immediately. d 
WHITEHAVEN HOSPITAL, Cumberland. (122 Beds, 
pre-registration post.) HOUSE PHYSICIAN (first, second or 
Senior House Officer post). Vacant Ist April. 

Detailed applications with dates, and names of 2 referees, to 
Group Secretary, Workington Infirmary, ¢ ‘umberland. 








WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. ASTLEY HOSPITAL. SENIOR HOUSE OFFICER 
in Medicine for duty in Medical Unit at Astley Hospital. 

Applications to Secretary, Wigan and Leigh Hospital 
Management Committee, Knowsley House, Wigan. 
eae ee ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. 27 Beds.) HOUSE PHYSICIAN (post-registration) to 
the Pe diatric Department. Vacant 18th March. Preference will 
be given to applicants wishing to specialise in pediatrics. The 
Department is recognised for the D.C. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some ENE duties. Approved pre-registration post. Vacant 
immediately. 

Applications, with copies | of 2 testimonials, to Group Secretary. 


WINDSOR. 2D Locum 

















KING EDWARD Vii HOSPITAL. 
RESIDENT SURGICAL REGISTRAR required from 19th 
April to 18th May. 

Applications, giving age, nationality, qualifications and 
experience, with names of 2 referees, to Secretary. 














WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Asso- 
oe Hospital . the Bn ee University Medical School.) 

. HOUSE ¢ CER (Senior House Officer grade). Post 
wes for the D.L.O. and F.R.C.S. examinations. Vacant 
immediately. 

Apply, with copies of 2 testimonials, tothe Secretary. 

POWICK HOSPITAL. Locum 
SENIOR HOUSE OFFICER required for several months. 

Applications, with copies of testimonials, to Medical Super- 
intendent. 
YORK. COUNTY, CITY, MILITARY (CIVILIAN WING), 
FULFORD HOSPITALS, (General hospital of 266, 256, 60 and 149 
Beds respectively with full Consultant staff.) SENIOR HOUSE 
OFFICER in Anesthetics, resident or non-resident, required. 
Post is recognised for F.F.A. R.C.S. and D.A. Previous experi- 
ence desirable, but not essential. 

Applications, stating age, nationality, qualifications, experience 
and names of 2 referees, to Group Sec ‘retary, York A and Tad- 
caster Hospital Management Committee, Bootham Park, York. 
CANADA. KINGSTON GENERAL HOSPITAL, Ontario, 
CANADA. ASSISTANT RESIDENT for service in the Psychiatry 
De ppeeee nt of the above Hospital, commencing on Ist July, 
1958. Applicants are expected to have had at least 1 year’s 
experie nee of psychiatry. 

For salary and conditions please apply Professor of Psychiatry, 
Queen's U niversity, Kingston, Ontario. eee: 
U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 
CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Center. 2 or 3-year programme with clinical and _ didactic 
instruction in all phases of anesthesia. Board approval. Positions 
starting every month. 

Address, F. H. VANBERGEN, M.D., University of Minnesota 
Medical Center, Minneapolis 14, Minnesota. 
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WORKSOP. VICTORIA HOSPITAL. (119 Beds. Recognised 
for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT SURGICAL REGISTRAR required 
Ist April. Duties also at Kilton Hospital, Worksop (185 Beds). 
There are 76 acute surgical beds at ne Hospitals and the post 
offers broad training in general surgery, E. NT. orthopeedic and 
traumatic surgery. Appointment for 1 year 3 first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old Ful- 
wood-road, Sheffield, by 10th March, 1958, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. Wide t 
SCHENECTADY, NEW YORK, U.S.A. ST. CLARE’S 
HOSPITAL. Applic: ation letters are inv ited for HOUSE OFFICERS 
(rotating internship), 1 year beginning July or August, 1958. 
Internship training programme fully approved by American 
Medical Association. Salary $1800. Particulars on receipt of 
application letter. 

indly address M. B. RODNEY, M.D., Chairman, Medical Educa- 

tion Committee, St. Clare’s Hospital, Schenectady, New York, 
U.S.A. We welcome your questions. 
ADELAIDE, SOUTH AUSTRALIA. ROYAL ADELAIDE 
HOSPITAL. SENIOR REGISTRAR in Cardiology at above Hos- 
pital. 2 part-time appointments will be made and the 2 appointees 
will be required to work approximately half-time according to 
rostered sessions, the balance of their time being available for 
private practice. Salary £A1873-£A2038 plus ope -out allow- 
ance of £A141 p.a. to be apportioned between the 2 appointees 
in relation to time worked. Duties include performing cardiac 
catheterisation; phono-cardiographic examinations; pre- and 
post-operative care of cardiac cases; recording intra-cardiac 
pressures during cardiac surgery; assisting with angiocardio- 
graphy and electrokymography. Qualified medical practitioners 
of at least 5 years’ standing with a higher qualification in general 
medicine required and 2 years’ special training in cardiology. 

Further information available from the Agent General for 
a Australia, South Australia House, Marble Arch, London, 

As 


IBADAN, NIGERIA. UNIVERSITY COLLEGE’ HOS- 
PITAL. The Board of Management invite applications from 
medical practitioners, with the necessary experience, as REGIS- 
TRAR in the Anesthetic Department in the newly completed 
hospital. 

The salary offered for the post is £21164 p.a. plus an inducement 
allowance for expatriate officers of £270 p.a. 

The present staff of the Department is 3 Consultants, 2 Senior 
Registrars, 2 Registrars, and 3 House Anesthetists. 

The appointment gives good clinical experience and is recog- 
nised for F.F.A. Candidates should either hold a D.A. or be 
qualified to take it. 

The appointment will be initially for 1 tour of 12 months, and 
will be renewable by mutual agreement for a further tour of 12 
months at a salary of £1212 p.a. 

On satisfactory completion of the agreement, a gratuity of 


£37 10s. will be paid for each completed period of 3 months’ 


service. 

An outfit allowance of £60 is payable on first appointment. 

Partly furnished quarters are provided at a rental of 8% % 
of salary, excluding inducement allowance, and an expatriate 
doctor appointed will be eligible for 7 days’ leave on full pay 
for each completed month of service in Nigeria. A Nigerian 
doctor qualifies for either 5 or 7 days’ leave for each completed 
month of service. 

Free first-class passages are provided for expatriate doctors 
and their wives on first appointment and oy completion of the 
agreement. Free first-class passages to Nigeria will, in certain 
circumstances, be provided for non-expatriate doctors. Free 
first-class passages will be provided for vacation leave. 

Candidates will be eligible for children’s allowances in accord- 
ance with existing regulations. 

Arrangements can be made to enable doctors to continue their 
National Health Service superannuation scheme contributions 
and details of the revised salary and gratuity payable in such 

cases will accompany application forms. 

Applications should be submitted not later than 15th March, 
1958, on the appropriate forms, which will be forwarded, together 
with additional information, on receipt of an addressed f foolscap 
envelope by the Adviser on Staff Recruitment, London Office 
(University College Hospital, Ibadan), 57, Catherine-place, 
Palace-street, London, 8.W.1. 


Public Appointments 


MIDDLESEX COUNTY COUNCIL. Principal Metical 
OFFIC ER{jrequired for County Health Department. Degree of 
diploma in State Medicine or Public Health and sound — 
acquaintance with public health administration, especial] 
local health authority and school health services req 
Salary £1675-£50 (1)-£55 (7)-£2110 p.a. Established, pension- 
able, subject to medical assessment. Prescribed conditions. 
Whole-time duties, mainly administrative on central office staff, 
under supervision of County Medical Officer. 

Apply, with copies of up to 3 recent testimonials, to County 
Medical Officer, 3, 5, and 7, Old Queen-street, Westminster, 
8.W.1, by 12th ‘Mare h (quote W.956L). Canvassing disqualifies. 











EASTBOURNE. COUNTY BOROUGH OF EAST- 
BOURNE. HEALTH AND WELFARE SERVICES DEPARTMENT. 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPU ry 
PRINCIPAL SCHOOL MEDICAL OFFICER required. D.P. 
essential. Duties administrative and clinical. A a 
interest in health educative methods directed particularly 
towards the promotion of sound nutrition and community 
mental health will be an advantage. Housing accommodation 
at an appropriate rental suitable to the needs of the applicant 
may be made available to the successful applicant if required. 
Salary in accordance with the seale £1305-€55-£€1525 p.a. 
A car allowance is provided. 

Further particulars and form of application, returnable by 
17th March, 1958, from K. O. A. VICKERY, M.D., D.P.H., Medical 
Officer of Health, Avenue House, Eastbourne. 








BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications are invited from roginered 
medical practitioners for post of ASSISTANT ADMINISTRA- 
TIVE MEDICAL OFFICER OF HEALTH (Male or Female). 
Candidates should: hold the Diploma of Public Health. The 
successful candidate will have an opportunity to gain admuinis- 
trative experience in all branches of the Public Health Service 
including Maternity and Child Welfare. Salary scale £1405-€55- 
£1625 p.a. Commencing — within the scale will depeud upon 
the Medical Officer’s experien Pension scheme (inclu 
widows and orphans) ; medical examination. The Officer 
appointed will be required to devote his/her whole time to 
official duties and the appointment will be subject to 3 months 
notice on either side. 

Applications, with names of 3 persons to whom reference ma 
be made, to be sent to the Medical Officer of Health, Counc 
House, Birmingham, 3, not later than 12th March, 1958. 
BIRMINGHAM. CITY OF BIRMINGHAM EDUCATION 
COMMITTEE. Agpentiqns are invited from registered medical 

yractitioners (Men or Women) for appointment as SCHOOL 

EDICAL OFFIC ‘ER in the School Health pa. age. Salary in 





sion of a D.P.H. or D.C.H. will be an adva 
accordance with Whitley Council scale of a1020 250-21 00- 
£55-£1475 p.a. Appointment is subject to — appropriate 
su verannuation act and to the passing of a medical examination. 
‘forms of application obtainable from the undersigned 
(stamped, addressed envelope) must be returned by 24th March, 
1958. Canvassing oer. 
RuUSsELL, Chief Education Officer. 

School Health Service, 102, Edmund-street, Birmingham, 3 
COVENTRY CORPORATION we uire School Medical 
OFFICER AND ASSISTANT ICAL OFFICER OF 
HEALTH (joint post) for iatoe “aaa with medical 
inspection and clinic treatment of schoolchildren, maternity 
and child welfare work and such other duties as the Medical 
Officer of Health and Principal School Medical Officer may 
include from time to time. Qualifications/experience in ascertain- 
ment of handicapped pupils an advantage. Salary £1050-£1475. 
Commencing salary according to experience/qualifications. 
Removal loan available. 

Application forms, &c. from Medical Officer of Health, New 
Council Offices, Coventry, returnable without delay. 
DERBYSHIRE COUNTY COUNCIL. Count Health 
DEPARTMENT. ASSISTANT MATERNAL AND CHILD WEL- 
FARE MEDICAL OFFICERS AND SCHOOL MEDICAL 
OFFICERS. Applications are invited from registered medical 
practitioners for whole-time superannuable posts. Salary £1050- 
£50-£1200-£55-£1475 p.a. Car allowance. 

Particulars and forms of application are obtainable from Dr. 
J. B. S. MorGan, County Medical Officer, St. M *s Gate, 
Derby, to whom they should be returned by 24th March, 1958. 
DOVER. BOROUGH AND PORT OF DOVER. Applica 
tions are invited for the whole-time appointment of D 
MEDICAL OFFICER OF HEALTH a must be 
registered medical practitioners, preferably posses a Diploma 
in Public Health. The duties of the appoin — nelude port 
health and the medieal inspection of aliens at the Port of Dover, 
and the person appointed will be re requires immediately to accept 
office as Deputy Medical Officer of Health of the Borough of 
Deal and the Rural Districts of Dover and Elham. He also 
be required to assist the Medical Officer of Health as Medical 
Officer of the Dover Isolation Hospital. Salary and increments 
will be in accordance with Whitley C wy Committee C Scale 
for Deputies, viz. : £1300-€55(4)-£50-£15™) maximum, plus 
travelling allowance. The appointment will be sub 
medical examination for superannuation purp a and the 
person appointed will be required to reside in the Borough = er my 

Further a and form of application may 
from the undersigned, to whom applications must be Seligereg 
not later than 14th March, 1958 
JAMES A. JOHNSON, Town Clerk. 

New Bridge House, Dover, 17th February, 1958. 
GLOUCESTERSHIRE EDUCATION COMM TTEE. City 
OF GLOUCESTER EDUCATION COMMITTEE. GUIDANCE 
SERVICE. Applications invited from mer quall ualified ren) 
medical practitioners for joint post of PSYCHIATRIST AND 
MEDICAL DIRECTOR of a clinic centred at Cheltenham, but 
with weekly sessions at Gloucester and Stroud. Sa £1520— 
£50-£1570-£55-£1955, plus subsistence and trave! owance 
from the Clinic at Cheltenham in accordance with the County 
Council’s scale. 

Further particulars and application form from the County 
Medical Officer of Health, Berkeley House, Berkeley-street, 
Gloucester. Applications to be returned within 14 days of the 
date of this advertisement. 

Guy N. Davis, Clerk of the Gloucestershire County Council. 
LANCASHIRE COUNTY COUNCIL. Applications are 
invited from tered medical prectitionsy for Ey as 

ASSISTANT D VISIONAL MEDICA FFICE the Eccles 
(near Manchester) area. Possession of Diploma in Public Health 
desirable. Salary £1050 rising to £1475 p.a. Travelling and sub- 
sistence allowances where applicable. 

Application forms and further ae from County 
Medical Officer, Serial 694, East Cliff County Offices, Preston. 
Application forms to be returned by 15th March, 1958. 
YORKSHIRE. > naga ld COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Appointment of ASSISTANT COUNTY 
MEDICAL OFFICER a ) SCHOOL MEDICAL OFFICER, 
Brighouse (No. 18) Division. Applications invited from regis- 
tered medical practitioners — at least 3 years’ experience since 
qualification. Duties mainly in School Health and Infant Wel- 
fare Services. Salary £1050—£1475 p.a. County Council scale of 
travelling and subsistence allowances. Post superannuable and 
subject to medical examination 

Forms of application om: the undersigned to be returned not 


later than 15th March, 
. Woop-WIison, County Medical Officer. 
County Hall, W akefield. 
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SOUTHEND-ON-SEA CORPORATION invite applica- 
tions from qualified Women for appointment as SCHOOL 
MEDICAL OFFICER AND ASSISTANT MEDICAL OFFICER. 
The duties of the post are mainly clinical but some administrative 
responsibility, particularly for maternity and child welfare, 
might be given to a suitably experienced woman. Salary scale 
£1050-£1475 p.a. In determining the commencing salary proper 
regard will be given to qualification and experience. 

Application forms and conditions of service may be obtained 
from the Medical Officer of Health, Municipal Health Centre, 
Southend-on-Sea. 


STAFFORDSHIRE COUNTY COUNCIL. Wednesfield 
URBAN DISTRICT COUNCIL. Applications are invited for the 
separate part-time appointments of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER, 
and MEDICAL OFFICER OF HEALTH of the Wednesfield 
Urban District. The appointments together will constitute 


whole-time, the allocations being 7 half-days and 4 half-days, 
respectively. 

The proportionate salary for each appointment is calculated in 
accordance with the latest agreed scale and increments will be 


given for previous service in the same capacity, the ranges 
being : 
County Council: £763 12s. 9d.-€36 7s. 3-4d. (3)-€40 (5) 


£1072 14s. 7d. 

Wednesfield U.D.C. : £669 Is. 10d.-€20 (4)-£749 1s. 10d. 

A car will be an advantage and an appropriate allowance will 
be paid. The posts are superannuable and the successful candi- 
date must pass a medical examination and produce his birth 
certificate. Applicants must be fully qualified medical practi- 
tioners, with experience in public-health duties, and must hold 
the diploma of public health or its equivalent. The candidate 
appointed will, as regards the County Council duties, act under 
the direction of the County Medical Officer of Health and will be 
required to perform such duties as may from time to time be 
prescribed. As regards the duties of Medical Officer of Health, 
he will be subject to the Sanitary Officers (Outside London) 
Regulations, 1935 and 1951, and to the sole control and direction 
of the Urban District Council. The County Council appointment 
will be subject to 3 calendar months notice in writing on either 
side. 

Forms of soutentee may be obtained from the County Medical 
Officer of Health, County Buildings, Stafford, and ~~ ag 3 be 
returned to him not later than by first post on 21st March, 1958. 

ef Evans, Clerk of the County Coune i 
. HeENwoop JONES, 
Clerk of the We dnesfield Urban District Council. 

County Buildings, Stafford, 20th February. 1958 
TREASURY MEDICAL SERVICE. Applications are in- 
vited from medical prac titioners, practising in the districts de- 
tailed below, for TimW nt, in a part-time and mainly advisory 
capacity, as LOCAL TREASURY MEDICAL OFFICER for each 
of the plac es or groups of ae es shown. The town shown in paren- 
theses after the place-names indicates the Head Post Office Area in 
which the place, or group of places, is situated. Successful appli- 
cants will be required to examine and report on the condition of 
certain Government officers, teachers, candidates for appoint- 
ment, &c., who may be referred to them from time to time; and to 
attend when summoned to an eme rgency case of accident or sud- 
den illness occurring in a Government office in the neighbourhood. 
Fees for this work, anc mileage allowance where necessary, will be 
paid on a scale agreed vith the British Medical Association. 

Intending applicants should write, within 14 days, to: Treasury 
Medical Adviser, Treasury ( ‘hambers, Whitehall, S.W.1, for a 
form on which application may be made. Applicants should be 
not more than 60 years of age. 

The places for which applications are invited are as follows :— 


ENGLAND AND WALES 
Stratford (London, E.15). 
Upper Holloway (London, N.19). 


Letchworth (Letchworth ). 
Woodlands, Adwick le Street, 
(Doncaster ). 


Careroft and Barmborough 
; SCOTLAND 
Rhynie (Huntly). 

NORTHERN IRELAND 

Irvinestown (Enniskillen). 

DONEGAL COUNTY COUNCIL. Applications are invited 
for the post of temporary part-time MEDICAL OFFICER, 
Dungloe District Hospital. Salary will be at the rate of £600 p.a., 
and in addition a temporary bonus will be payable at the rate of 
£49 10s. p.a. 

Application forms and particulars of the post may be obtained 
from the Secretary, Donegal County Council, County House, 
Lifford, Co. Donegal, with whom completed application forms 
must be lodged on or before 7th March, 1958. 

SOUTH CORK BOARD OF PUBLIC ASSISTANCE. 
Vacancies at St. ebes rattan for HOUSE SU — 
HOUSE PHYSICIANS, POSTGRADUATE INTER 

Application forms and particulars may be penne nome the 

County Manager, Courthouse, Cork, with whom completed 
applications should be lodged not later than 5 P.M. on Friday, 
14th March, 1958. 
GOVERNMENT OF MAURITIUS. Assistant Radiologist 
required for Therapeutic and Diagnostic work and other duties 
as required. Candidates must have qualifications registrable 
in United Kingdom, experience in radiodiagnosis an added 
recommendation. Appointment on contract for 3 years with 
gratuity (taxable) £50 a quarter payable on satisfactory comple- 
tion of contract. Salary scale Rs. 14,520 (£1089) to Rs. 24,720 
(£1854) a year. Officers not allocated Government quarters 
may be reimbursed difference between approved rent paid for a 
furnished private house (subject to a maximum of Rs. 300 
(£22 10s.) a month) and the 10% of salary normally paid for a 
Government house. Income-tax at local rates. Free passages 
for officer, wife and children not exceeding five persons in all. 
Generous leave. 

Application forms from Director of Res ee nt, 
Office, London, 8.W.1 (quoting BCD.117 /52 4 


Colonial 





GOVERNMENT OF UGANDA. A Pathologist is required 
in Uganda. He (or she) would be based at Central Protectorate 
Government Laboratories in Kampala and would be on the 
staff of the Senior Pathologist. Duties include some teaching. 
forensic medicine and hematology. A very wide range of clinical 
and pathological conditions exist in Uganda and there are 
excellent opportunities for research and publication of material 
in journals. Candidates must be registrable in the United 
Kingdom. Appointment on acre basis with —- 
(non-contributory) and salary £1284-£2115 a year ; 
short-term contract, with gratuity, and salary £1503-£2115 a 
year. Salary starting point determined by qualifications on 
experience. Gratuity (taxable) for contract service is 134% 
of total salary drawn excluding allowances. Pension at rate 
of 1/600th of final pensionable emoluments for each completed 
month of service. Candidate in National Health Service may 
retain superannuation rights up to 6 years and receive gratuity 
(taxable) of 20°, of salary after engagement. Only permanent 
officer can be a member of Her Majesty’s Overseas C ivil Service. 
Quarters at low rental. Items of hard furniture supplied at 
additional rental of £12-£€24 a year. Free passages in both 
directions, for officer serving tour of 30-36 months, i.e., 4 air 
passages provided for officer, wife and dependent children or 
sea passages up to cost of 3 adult fares. Euro ee seenety 
schools in certain centres ; in other centres, subsidy of £90 
(or half school fees, whichever is less), for education of ret 
child outside East Africa, with additional subsidy of £9 for 
second child and £18 for third or subsequent child attending 
school at same time. Secondary school facilities in Kenya. For 
a child at boarding school in United Kingdom (or elsewhere in 
Commonwealth) subsidy of £140 p.a. (or 3/5th of fees, which- 
ever is less), with additions as above for second and subsequent 
children. Income-tax at local rates. Local leave permissible 
and generous home leave granted after each tour. 
Application forms from Director of Recruitment, 
Office, London, 8.W.1 (quoting BCD.117/9/018). 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope *‘ Vacancy."’ 


UPPERMILL, YORKSHIRE. Applications are invited 
for a further VACANCY at Uppermill (in the Saddleworth 
Urban District )}—list at present 1467. Residential and surgery 
accommodation held by present practitioner on rental and it is 
not known whether it will be available on rental or for sale. to 
successful applicant. Further particulars are bei obtained. 
Successful applicant will be required to take over on the 5th July, 
1958. Apply on Form E.C.16a to the undersigned, from whom 
further particulars may be ee not yr! —_ the 7th 
March, 1958. . H. STABLER, A.C.1 

Clerk, Ww est Riding Baecuttve Council. 

5, St. John’s North, Wakefield. 


The ‘Michelin T re e Co. Ltd. is to: ap point s an in Industrial | 
Medical Officer of the standard ta, apo! the B.M.A. Note | 
* Remuneration and Terms of Service for Industrial | 
Medical Officers *’ | 
This is a new appointment, and will carry responsibility | 
for the usual functions of an Industrial Medical Officer, 
plus responsibility for developing and ae existing 

services and the intreduction of new services where they 
are required. | 
Applications should be made direct to Mr. H. A. DILLEY, | 
Michelin Tyre Co. Ltd., Stoke-on-Trent, Staffs, quoting “i 
o 


Colonial 














this advertisement. 





Doctors requiring applications, theses copied: Write t 

MANTON (WESTMINSTER) LTp., 98, Victoria-street, S.W.1 
(VIC. 0141), who are specialists. 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £2 2s. fee. Hematology, 





Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). : ME plete 

Expert medico-legal photographic service. Accident, 


370, THe LANCET 


Any location.—Address, No. 
W.C.2, or PEGGY 


injury, claims. 
Adelphi, London, 


Office, 7, Adam-street, 
De.ivus, WEL. 7788. 





‘Alpine Sun Lamp, Model 8220, almost unused but been 


Available 8S. Wilts.—Address, No. 376, 
Adelphi, London, W.C.2. 


in storage some years. 
THE LANCET Office, 7, Adam-street, 
Microscopes. Highest prices paid for good modern ‘types. 
Send or bring your equipment os valuation.—WALLACE HEATON 
Ltp., 127, New Bond-street, Tse, > - 
Pregnancy Diagnosis (Fee 2is.). Specimens of urine 
accepted for testing (Hogben test) from doctors, hospitals and 
clinics anywhere. Results available within 24 hours. Fee redu 
for hospitals and clinics. Telephone or write for details : FAMILY 
PLANNING ASSOCIATION, 64, Sloane-street, London, 8S.W.1. 
SLOane 0451 or 9112. 

Typewriting and Duplicating. First-class work at moder— 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(H AM : 5329/0504). 

Olid medical books, pictures, ipt 
letters, &c., wanted by a collector.—Address, No. 343, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Required in good condition. Portable direct writing 
electrocardiograph. Shortwave diathermy aoe. Chiropody 
treatment chair. Lightweight invalid wheel chair.—Details and 
price to: Address, No. 377, THE LANcetT Office, 7, Adam-street, 
Adelphi, London, W.C. ‘i 


Gruendig Stenorette ter wale. Pr 
and all accessories, including 1 tape. 











man teb k 











ictically new; with case 
£35.—Ring WEStern 4273 
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‘SALURIC’ 


orally 
REPLACES MERSALYL 


—and ALL other diuretics 





*‘SALURIC’ is indicated whenever a diuretic is required, irrespective 
of the cause or severity of the oedema. 


*‘SALURIC’ is remarkably free from side-effects, and no 
contra-indications have been demonstrated. 


rors SALURIC 


TRADE MARK 


(CHLOROTHIAZIDE”*) 


How supplied: ‘Saluric’ (Chlorothiazide) is supplied in 
0.5 G. half-scored tablets in bottles of 100 and 500. The 
basic N.H.S. cost of an average week’s treatment for a 
patient on maintenance therapy is 3/9d. 


* B.M.J., 1957, 2, 1355; 1363. 


LANCET, 1957, 2, 831. 
LANCET, 1958, /, 120; 124. 





Literature gladly supplied on request. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. GD 
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iv 


swiftly... 
surely... 
to higher levels 


WITH THE NEW IMPROVED PEWICILLIN-V 


“V-CIL-K’ brand penicillin V potassium is the most 
efficient oral penicillin yet developed. It combines the 
acid stability of penicillin V with very rapid absorption. 
High therapeutic levels are swiftly attained and peak 
concentrations are reached within thirty minutes. 


“V-CIL-K’ provides the convenience of oral penicillin 
with the speed and sureness of the parenteral route. 
Whether judged by blood levels or by clinical results, 
it is fully as effective as intramuscular penicillin G. 


“V-CIL-K’ may be used whenever penicillin is indi- 
cated, even in serious infections hitherto requiring 
parenteral treatment. The dose is 125-250 mg. four times 
daily. The cost is identical with that of penicillin V. 
Available as tablets of 60 mg., 125 mg. and 250 mg. 
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